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BY 


H. L. MARRIOTT, C.B.E., M.D., F.R.C.P. 
Physician with Charge of Out-patients, Middlesex Hospital 


A great recent advance in knowledge has been the separa- 
tion of the respective effects of water depletion on the one 
hand and of salt depletion on the other. The distinction 
seems to have been first made, through experimental work, 
by Kerpel-Fronius (1935); and the studies of McCance 
(1936, 1938) on salt metabolism greatly clarified the subject. 
In the clinical field Nadal, Pedersen, and Maddock (1941) 
have been pioneers. Water and salt are so closely asso- 
ciated in the body that for long the separate effects of 
their deficiencies have been confused. This has been 
unfortunate because it has led to wrong treatment. It is 
now realized that there often arise conditions of (a) pure 
water depletion ; (b) pure salt depletion ; and (c) mixed 
water and salt depletion. All are common and all result 
in dehydration, but in dehydration of two types which, 
as Nadal, Pedersen, and Maddock have said, “ differ from 
each other not only in mechanism of production but also in 
symptomatology and treatment indicated. In fact almost 
the only similarity between the two conditions is that 
implied by the term ‘dehydration.’” Nadal and his 
associates (1941, 1942) have called the two types simple 
dehydration and extracellular dehydration. I have termed 
them primary and secondary dehydration (Marriott, 1943). 
It is perhaps best to get away from the word “ dehydration ” 
and speak, in terms of causation, of water and/or salt 
depletion. 

Pure water depletion occurs when water intake stops or 
is inadequate, and when there is no significant sodium 
chloride loss in secretions. The common causes are great 
weakness from any serious medical or surgical condition, 
coma of any causation, and dysphagia due to local con- 
ditions. Administration of saline to patients suffering only 
from water deficiency makes them worse (McCance and 
Young, 1944). Pure salt depletion arises when water and 
salt are. lost in secretions—for example, in vomiting or 
diarrhoea—and water only is replaced. This situation is 
common nowadays, when there is general consciousness of 
the importance of dehydration but a tendency to think only 
in terms of water administration and to forget that water 
cannot be held in the body without salt. Fluid balance in 
patients so treated is usually recorded on intake and output 
charts, which, at least for a time, show satisfactory figures in 
regard to urine output. In spite of their theoretical hydra- 
tion they continue to look dehydrated and go downhill. They 
are not thirsty, and this is regarded as further evidence that 
they cannot really be dehydrated. Their deaths are ascribed 
to “toxaemia” or “uraemia” or “circulatory failure” 
when they have, in fact, died from simple lack of salt and 





*The Croonian Lectures delivered at the Royal College of Ph . 
cans, London, on Dec. 3 and 5, 1946. These will be publishe 
three parts, the second part appearing in the next issue. 


. the plasma and tissue fluid ; 


could easily have been saved. It is probably not an exag- ) 
geration to say that large numbers of patients die unneces-, 


sarily in these circumstances. On the other hand, others 
die from uncontrolled excessive saline administration. 


Basic Physiological Considerations 
The main facts relating to body water are shown in 
Table I and Fig. 1 (Peters, 1935, 1942, 1944; Gamble, 


TaBLe I.—Normal Content of Body Water in a Man Weighing 
70 kg. (11 stones) 




















% of Body Weight Litres* 
Intracellular 40-50 35 
Extracellular: 
Tissue fluid 12-18 il 
Plasma .. 4-5 3 
Total .. Bye re 70 49 
* The British pint = 0-57 litre; the U.S.A. pint = 0-47 litre. 


1942 ; Abbott, 1946). The total salt content of the body is 
about 1/400 of the body weight (Bartlett, Bingham, and 
Pedersen, 1938). In a 70-kg. (154 lb. or 11 stones) man 
this means about 175 g., or 
6 oz. Two thirds of it is in 


VASCULAR 


INTERSTITIAL 


CELLULAR 





nearly all the rest is in the 
alimentary secretions, sweat, 
and urine. The composition 
of plasma and tissue fluid is 
shown in Fig. 2 (Gamble 
et al., 1923, Gamble, 1942). 
The great predominance of 
sodium and chlorine is evi- 
dent. It should be observed 
that the composition of ments (man of 70 kg.). 
plasma and tissue fluid, ea’ 
apart from the protein in the former, is identical. Indeed, 
these are not two fluids but the same single continuous 
fluid—the extracellular fluid. This conception of the con- 
tinuity of the extracellular fluid is vital to understanding of 
the subject. 

The intravascular portion of the extracellular fluid ‘és 
said to lie within the “ vascular compartment ” ; the tissue- 











PLASMAITISSUE FLUO CELL FLUID 
EXTRACELLULAR FLUIO 


' Fic. 1.—Body fluid compart- 





/ 


space portion is said to occupy the “ interstitial compart- - 


ment.” It must, however, be understood that there is con- 
stant to-and-fro filtration of the fluid between the two com- 
partments. In every capillary there is hydrostatic ejection 


of fluid in the proximal portion, while in the distal portion, 


where the hydrostatic pressure gradient has declined, there 
is return of an equivalent volume-of fluid under the in- 


fluence of the osmotic pressure exerted by the plasma 
4493 
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protein molecules (Starling, 1895-6). The volume of oscil- 
lating filtrate is possibly of the order of hundreds of litres 
daily. The normal constancy of the plasma volume is evi- 
dence of the accurate balance struck between hydrostatic 
pressure and plasma protein osmotic pressure. If it were 
not for the latter, a man would lose the whole of his plasma 
into his tissue spaces within ten seconds (Landis, 1937). 
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Fic. 2.—Composition of plasma and tissue fluid (extracellular) 
compared with that of intracellular fluid The scale is graduated 
in milliequivalents per litre of water (= milligrammes per litre + 
atomic weight x valency). 


The back-and-forth movement of fluid between the 
vascular and interstitial compartments facilitates exchange 


of substances, so that the tissue fluid is maintained constant 


in all its properties. According to the concept of Claude 
Bernard the tissue fluid is the “internal environment” of 


the cells and the reason for the evolution of multicellular 
organisms wherein cells are assured of existence in a 


medium far more constant than the cells of unicellular or 


few-celled organisms can count upon from the external 
Intracellular fluid is of quite different com- 


environment. 
position from extracellular fluid (see Fig. 2) and is prac- 
tically devoid of sodium and chlorine except for the small 


amount of the latter in red blood cells (Lavietes, D’Esopo, 


and Harrison, 1935). 
The distribution of water between cellular and tissue 


fluids is determined by their relative osmotic pressures, 


since cell membranes are freely permeable to water (Darrow 
and Yannet, 1935). Osmotic isotonicity of the tissue fluid 
is perhaps the most impor- 
tant of all the properties in 
regard to which constancy 
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osmotic imbalance must 
result in water being either 
sucked out of the cells or 


forced into them. In the 
osmotic equilibrium be- 
tween intracellular and 








tissue fluid it is the electro- 


PLASMAITISSUE FLUID 


ERTRACELLOLAR FiulD CELL FLUID 


erorerne Mors @® cecraowrss @@ waren. 





_ chief part. 

Fic. 3.—Showing the osmotic 
relationship between the body 
fluid compartments. 


and chlorine and bicarbonate anions. 


Fig. 3. 





is required by the cells. Any . 


lyte ions which play the 
In cell fluid 
the main ions are potas- 
sium kations and phosphate 
anions ; in the extracellular 
fluid osmotic pressure is mainly exerted by sodium kations 
The sodium ions 
are the most important because there is no substitute for 
them. Any lack of chlorine ions is automatically filled 
by bicarbonate ions, which are always freely available from 
tissue metabolism. The osmotic relationship between the 
body-fluid compartments is shown diagrammatically in 
The dividing septa—the capillary and cell mem- 
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branes—are freely permeable to water. The capillary mem. 
brane is also permeable to the electrolyte ions of the extra. 
cellular fluid, but confines the protein molecules within.the. 
vascular compartment. The cell membrane is relatively 
impermeable to the chief electrolyte ions. 


Osmotic Difference between Water and Salt Depletion 


The difference between these conditions is shown dia. 
grammatically in Fig. 4; it depends on the fact that the 
respective depletions produce opposite effects on extra- 
cellular fluid osmotic pressure. In simple water lack the 
extracellular fluid becomes hypertonic because water is lost 
from it, through the lungs, skin, and urine, without fully 
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Fic. 4.—Showing the osmotic pressures in (a) pure water deple- 
tion (primary or — dehydration) and (8) pure salt depletion 
(secondary or extracellular dehydration). 


parallel salt loss. In consequence water is sucked out of 
the cells and the volume of the extracellular fluid tends to 
be maintained. The dehydration is chiefly a matter of loss 
of cellular water. In salt depletion the extracellular fluid 
becomes hypotonic from loss of electrolytes. There is no 
tendency for water to be sucked out of the cells. The 
volume of the extracellular fluid falls because the kidneys 
excrete water in the attempt to maintain extracellular 
isotonicity. The reduction in volume is relatively greater 
in the tissue fluid than in plasma, because the simultaneous 
decline in hydrostatic pressure, together with a rise of 
colloid osmotic pressure from concentration of plasma 
proteins, determines a relative shift of fluid into the vascular 
compartment from the interstitial compartment. This shift, 
however, is insufficient to prevent marked fall in plasma 
volume. 
y Body Water Balance 


Under normal conditions water intake exceeds require- 
ments and balance is maintained by renal excretion of the 











surplus. Average adult intake and output figures are given 
in Table II. If all water intake stops, unavoidable water 
TABLE II].—Average Water Intake and Output in an Adult 
Intake Output 
ml. 
As fluid .. 1,500 Vaporization : 
As solid food 1,100 Lungs, =} .. | 1,000 
Skin, 600 7 
Urine a re 1,500 
Faeces ie 100 
Total 2,600 Total 2,600 














losses continue: by vaporization (through the lungs and 
skin), 1,000 ml. ; and in the form of urine (minimum), 500 
ml.: a total of 1,500 ml. So the body loses water at tf 
rate of about 2% of body weight per day. Death occu 
when the loss reaches approximately 15% of body weigh 
or 20 to 22% of body water—in about 7 to 10 days. 


Urine Water: Minimum Excretory Volume 


Ordinarily, urine water consists of two parts: (a) ini 
mum volume for excretion of waste products (“ urit 
obligatoire ” of Ambard and Papin, 1909) ; and (6) surpl 
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water. The minimum volume depends on the concen- and salt depletion would be complete that did not mention 


trating power of the kidneys and the amount of waste 
products. The relation of required minimum volume to 
maximum attainable specific gravity is shown in Fig. 5, 
constructed from the data of Newburgh et al. (1932, 1933, 
1935). The relationship between urine volume, total 
solutes, and concentration 
is dealt with by Gamble and 
Butler (1944). Diminished 
renal concentrating power 
is common. It occurs in 
infancy (McCance, 1946), 
in old age, in chronic 
nephritis, and in other path- 
ological conditions of the 
urinary tract, such as ob- 
structive lesions—especially 
prostatic obstruction. It 
also occurs as a sequel to 
many conditions of severe 
illness or “shock” (Mae- 
graith, 1945). Of particular 
relevance is that it follows 
upon any episode of severe or prolonged dehydration, 
especially of the salt-depletion type. Such episodes are 
often recurrent. Patients who can secrete only dilute urine 
may need to pass nearly 2 litres (34 pints) daily ; they very 
readily enter the common vicious circle shown in Fig. 6. 
It happens in many cases. 


1500 TO EXCRETE 356m. WA 


“1. 





MAXIMUM SPECIFIC GRAVITY 


Fic. 5.—Chart to show the 
relation of required minimum 


volume to maximum specific 
gravity of urine. 


A useful device suggested itself to me some ten years ago in 
regard to a man, 80 years of age, with damaged kidneys, who 
invariably forgot to carry out instructions to drink 6 pints (3.4 
litres) a day. On three occasions he became uraemic and passed 
into the vicious circle of Fig. 6; each time he was rescued by 
intravenous infusions. After the third attack he was supplied 

with a large measuring cylin- 

URAEMIA der with a red ring painted 

round it at the 2,000-ml. 

mark; and he was told to 

pass all his urine into it and 

reach the red ring every 24 

hours or he would die. This 

pene of VOHINAS clear demonstration of the 

purpose before him, plus its 

automatic action as a re- 

minder, achieved what exhor- 

tation had failed to do. The 

same device, using old glass 

rum jars, secured an adequate output of urine from sweating 

soldiers on sulphonamides in hospitals in India and Burma. It 

is especially applicable to the conditions of general practice, 
but is also very useful in hospital work. 


Fic. 6.—Vicious circle due to 
inadequate volume of urine. 


The other factor which determines the minimum excre- 
tory volume of urine is the quantity of waste products. 
This is relatively much greater in infants and children 
because of their greater metabolism. It is raised in any 
condition increasing metabolism in individuals of any age, 
such as muscular exertion, fever, and thyrotoxicosis ; it is 
also increased in water depletion (Black et al., 1944). It 
is particularly raised after haemorrhage into the alimentary 
tract (Black, 1939, 1940a, 1942 ; Chunn et al., 1941a and b). 
A severe haemorrhage from a peptic ulcer may discharge 
as much protein into the gut as a meal of 5 or 6 Ib. 
(2.26-2.7 kg.) of meat. Raised blood urea is important 
when dehydration enters into the picture, because it pro- 
motes a “forced diuresis.” (Avery Jones, 1939; Black, 
1942.) 


Water Balance in Children 


I introduce this subject with diffidence as I have little 
paediatric experience. However, no consideration of water 


these states in children, in whom they are doubly important. 
The relatively greater metabolism of infants and children 
causes greater loss of water by vaporization, since this is 
a function of energy metabolism. It also, as already stated, 
Causes a proportionately greater amount of waste products, 
necessitating a relatively larger minimum excretory urine 


volume. Gamble (1942) estimates the unavoidable water 
losses of a 7-kg. (154-lb.) infant as : 
Vaporization (lungs and wean 700 
Minimum urine... 100 
Total “300 


The total unavoidable losses for a 70-kg. (11-stone) man 
have been put at 1,500 ml. Therefore the unavoidable 
water depletion of an infant is proportionately twice as 
great and represents a daily loss of 4% of body weight , 
Recent work showing the inability of infants to secrete 5 __ 
concentrated urine (McCance and Young, 1941 ; McCance, 
1946) suggests that the figure for minimum urine is higher 
than that stated above. It is evident why infants ingest 
so much more water, in proportion to relative body weights, 
in their milk than do adults from their beverages and solid 
food. The relative amounts are between three and four 
times as great. It is also evident why infants withstand 
water deprivation so badly: their total store is depleted 
at twice, or more than twice, the rate of adults and so they 
die in less than half the time. 


Causation and Effects of Pure Water Depletion 


Pure water depletion may be caused by: (1) Conditions 
in which water is unavailable, as in the case of shipwrecked ~ 
men in boats, men lost in the desert, or immobilized by 
injuries and unable to reach a water supply. (2) Inability 
to swallow, due to (a) dysphagia from such causes as quinsy, 
diphtheria, or carcinoma of the oesophagus ; (b) coma of 
any causation ; (c) great weakness. In practice the last is 
the chief cause, for great weakness may arise in any serious 
medical or surgical condition. “Extremely enfeebled 
patients cannot make their need for water effective. Thirst, 
the normal protection against dehydration, loses its in- 
sistence, and their weak state renders the satisfaction of 
even such thirst as they do feel an intolerable effort. They 
really cannot rouse themselves to the exertion of drinking: 
a few sips and they give up and feebly shake their heads.” 
(Marriott and Kekwick, 1937.) 

Knowledge of the effects of pure water depletion is de- 
rived partly from clinical observations on patients, but more 
precise information has come from experimental water 
deprivation of animals and of volunteers (Coller and 
Maddock, 1935; Black, McCance, and Young, 1944; 
McCance, 1945). Thirst is the earliest symptom and tends 
to be progressive (Dill, 1938). Dryness of the mouth, due 
to decreased salivation, soon follows and is also progres- 
sive ; it may make the swallowing of dry food impossible. 
The urine volume falls to the minimum and the urine 
becomes as concentrated as the renal concentrating power 
will allow. Given normal kidneys and a normal solute 
load, the volume will be approximately 500 ml., the content 
of dissolved solids 6 to 8 g. per 100 ml., and the specific 
gravity will rise to more than 1030 and may even exceed 
1040. The kidneys are faced with the dilemma of having 
to attempt simultaneously to excrete waste and salt and yet 
to economize water. Loss of weight is proportional to the 
water deficit. Weakness is progressive but is not marked 
until three or four/days have passed. Patients look ill and 
their faces have a “ pinched” grey appearance. Tempera- 
mental peculiarities become exaggerated. Black, McCance, 
and Young (1944) state : “Serious people become sombre ; 
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while others, normally cheerful, exhibit a somewhat hollow 
vivacity.” Mental power is eventually impaired and the 
patient may suffer from confusion and hallucinations. 

The sodium chloride content of the plasma tends to rise ; 


‘according to Black ef al. (1944) plasma sodium increases 


by 30 mg. per 100 ml. after three or four days. The blood 


/ urea slowly rises, though normal glomerular filtration 


tends to be maintained—at least up to moderately severe 
hydropenia (Black, McCance, and Young, 1942 ; McCance, 
1945). Evidence of alteration in the plasma volume, so 
far as I have been able to discover, is scanty. There seems 
to be very little shrinkage of plasma volume, and conse- 
quent haemoconcentration, at levels of water depletion 
around 6% of body weight (Coller and Maddock, 1935 ; 
Black, McCance, and Young, 1944). It would be of great 
interest to know the facts in regard to the late stages. Evi- 
dence of circulatory changes is also inadequate. Water 
absorption is very rapid and the patient's condition im- 
proves within a matter of minutes after water ingestion. 

The mechanism of death is far from being finally settled. 
Kerpel-Fronius (1935) and Black, McCance, and Young 
(1944) consider the probable cause of death to be a rise 
of the osmotic pressure of the body. 


Quantitative Correlation of Manifestations and Deficit 


Existing information permits the division of cases of 
water depletion into three grades: 

(1) Early—Thirst definite but other effects not yet present: 
a deficit of approximately 2% of body weight, equivalent to 1.5 
litres, or 3 pints, in a 70-kg. man. 

(2) Moderately Severe (three to four days without water).— 
Marked thirst and dryness of mouth, oliguria, weakness, ill 
appearance, slight personality changes; still capable of fair 
mental and physical performance: a deficit of approximately 
6% of body weight (4.2 litres, or 1 gallon, in a 70-kg. man). 

(3) Very Severe—All the above manifestations with in 
addition marked impairment of mental and physical capacity: a 
deficit of 7 to 14% of body weight (5 to 10 litres, or 1 to 24 
gallons, in a 70-kg. man). 


Body Salt Balance 


Salt balance is normally maintained: in a similar way to 
water balance ; that is, intake (average, 8 to 15 g. daily) 
exceeds requirements and the surplus is excreted in the 
urine. The intake is derived from salt combined in food 
or added during cooking or as a condiment. Considering 
the importance of salt, it is odd how often official or 
authoritative publications omit definition of sodium and 
chlorine requirements from recommendations regarding 
dietary allowances, and also leave out of nutritional tables 
the amount of these elements present in various foods. 
This is even true in tropical countries, where salt deficiency 
is perhaps the commonest of all deficiency states. A most 
important practical point of difference between water and 
salt, in regard to balance maintenance, is that, whereas 
water intake is safeguarded by thirst, there is no similar 
insistent sensory warning when salt is deficient. 

If neither water nor food is taken, the effects of water 


depletion dominate the picture because unavoidable water ~ 


losses continue while salt loss, assuming no abnormal losses 
are occurring, is relatively slight. The body economizes 
sdit more efficiently than water. If only intake of food 
ceases and water continues to be taken it is a considerable 
time, in the absence of abnormal! salt losses, before serious 
salt depletion occurs. The kidneys practically stop excret- 
ing salt as soon as plasma levels fall below normal—that 
is, sodium, 320 to 350 mg. per 100 ml. or 139 to 152 
m.eq./litre; chlorine, 340 to 385 mg. per 100 ml. or 97 
to 110 m.eq./litre. Benedict (1915) in his study of 
Levanzin, who fasted and drank only distilled water for 


. fully discussed. 


| The body tolerates a gross excess of extracellular fluid far 





31 days, found sodium and chlorine in the urine to be as 
follows : 











Period Sodium Chlorine 
First 10days $56 844 
Second 10 days .. 0-89* 2-13 
Third 10 days . 0-59 1:57 
Total 7:44 12°14. oe 











* Benedict's figures for sodium were incomplete for 4 days of the middle period 
I have assumed an average for these 4 days. w : 


This represents a total loss of less than 20 g. of salt in 39 
days. P 


Abnormal Salt Balance 


Deviations from normal balance’ may be negative o; 
positive. In the former salt depletion arises from abnormal! 
losses of salt in alimentary secretions, sweat, or urine 
(Addison's disease). Half, or even slightly more, of the 
total body salt may be lost. The salt of extracellular fluid 
may fall to one-third or even one-quarter of normal ; this 
statement is not based on direct measurement but on deduc- 
tions from data regarding the amount of salt needed to 
restore normal balance (Marsh, 1937 ; Bartlett e¢ al., 1938 - 
Sanchez-Vegas and Collins, 1946; Marriott, 1946). Such 
depletion in a 70-kg. man represents 3 oz. (85 g.) of salt, 
or the amount in 10 litres (18 pints) of isotonic saline. The 
causation and effects of salt depletion will later be more 


Some consideration of positive deviation from balance | 
(salt retention) is necessary because it has a bearing on the 
treatment of salt depletion. It occurs from excessive 
administration of saline or from inefficient renal excretion 
of salt. It also arises, still more commonly, when im- 
balance of hydrostatic and osmotic pressures causes a rela- 
tive shift of fluid from the vascular to the interstitial 
compartment. This may be due to rise of intravascular 
hydrostatic pressure, as in congestive cardiac failure or 
venous obstruction, or to decrease of plasma protein 
osmotic pressure from hypoproteinaemia (albumin less than 
3 g. per 100 ml.: Bruckman and Peters, 1930 ; Weech ef al., 
1931, 1933 ; Himsworth, 1946) due to starvation, insufficient 
absorption, inadequate hepatic synthesis, or abnormal pro- 
tein loss in urine or exudate. Frequently an important 
part is played by increased capillary permeability, per- ; 
mitting escape of protein, due to mechanical, thermal, 
anoxic, or toxic damage (Landis, 1937). Whenever salt is 
retained water is also retained to the extent of 1 litre for | 
every 6 or 7 g. of sodium chloride (De Wesselow, 1924). 


better than it does any change in its salt concentration 
(Stewart and Rourke, 1942). In severe generalized oedema 
there may be more than 100 Ib. (45.3 kg.) of additional 
extracellular fluid, and the extra salt within the body may 
cause the body’s total to be three times as much as normal : 
for example, a man normally weighing 70 kg. may contain 
over 1 Ib. (453.6 g.) of salt instead of 6 oz. (170 g.). 

In oedematous states the restriction of water intake, so 
long practised, tends merely to cause the extracellular fluid 
to become hypertonic because the kidneys are provided with 
insufficient water to excrete the excess of salt. In conse- 
quence water tends to be sucked out of the cells. Hence 
the patient, though massively oedematous, may actually 


suffer from cellular dehydration (Schemm, 1942, 1944) | 
and complain of thirst and dry mouth, which are] 


Baitisu bas: } 


ie a] 


4 





symptomatic of cellular desiccation (Dill, 1938). Every 
clinician of experience has seen such cases, in which the 
water in the great pool of tissue fluid is not available to 


the kidneys and thus a policy of water restriction has} 
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little influence on the oedema but causes oliguria and may 
produce uraemia. Such patients are better regarded as 
“ brine-logged ” (Schemm, 1942) rather than water-logged. 
The really important consideration in their treatment, apart 
from rectification of the fundamental cause of the oedema, 
is restriction of daily intake of sodium chloride to not 
’ more than 1.5 g. The kidneys will not, save in excep- 
tional circumstances, retain water in the absence of salt, 
for they obey their fundamental law, as chief regulators 
of the internal environment, that extracellular isotonicity is 
the prime consideration. For example, it is very difficult 
under experimental conditions to produce oedema.from 
hypoproteinaemia if salt is restricted (Kerkhof, 1938). In 
patients suffering from cardiac failure, and on a regimen 
of severe salt restriction, daily water intake may exceed 
6 litres (Leevy et al., 1946) and even reach 40 litres 
(Schemm, 1942) without increase of the oedema. Actually 
in such cases it would seem that the right course is neither 
to restrict nor to force water intake but to allow the patient 
whatever water he desires (Leevy et al., 1946). 


Salt in Alimentary Secretions and Sweat 


The salt content, with the relative sodium and chlorine 
ratios, in the alimentary secretions and sweat is shown in 
Fig. 7 (after Gamble, 1923, 1942; and McCance, 1936). 

The great predominance of 
these ions should be noted. 
The quantity of the various 
secretions daily secreted in- 
.to and reabsorbed from the 
alimentary tract is shown in 
Table III (Rowntree, 1922 ; 
Gamble, 1942; Abbott, 
1946). So far as sweat is 
concerned, it needs to be 
appreciated that there are 
two kinds—insensible and 
sensible. Insensible sweat 
(Sanctorius, 1614; New- 
burgh and Johnston, 1942) 
vaporizes continuously and 
$ invisibly from the body even 
under cold atmospheric conditions.. Its average amount is 
about 600 ml. daily. Its sodium content is said to be 
negligible, and it may be regarded as practically distilled 
water (Nadal, Pedersen, and Maddock, 1941). Sensible 
sweat is secreted when the bedy becomes heated. In the 
Tropics its volume may reach 3 gallons (13.5 litres) a day 
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Fic. 7.—Salt content of ali- 
mentary secretions and sweat, 
with relative sodium -and chlor- 
ine ratios. 


TaBLe UlI.—The Alimentary Secretions 


ml. 

Saliva 1,500 

Gasiric juice if is he ¥ .. °2,500 

Pancreatic juice... as oe oe -- 700 

_,. eR 500 

Intestinal juices 3,000 
Total .. 8,200 * 


* Approximately 2 gallons, with 2 oz. of sodium chloride. 


(Hunt, 1912). It is virtually hypotonic saline, since sodium 
and chlorine are its main constituents. The concentration 
of sodium chloride varies from 1 to 5 g. per litre in different 
individuals (Moss, 1923; Kuno, 1934; McCance, 1936; 
Dill, 1938; Ladel, Waterlow, and Hudson, 1944). The 
average concentration for Europeans is usually around 2.5 
to 3.0 g. per litre, or 1/3 to 1/2 oz. per gallon. 

Under normal conditions in Britain nearly all salt excre- 
tion is by way of the urine, and individuals lose only a 
very small proportion of their daily salt intake from the 
alimentary tract or from the skin. 


Physiological Functions of Salt 


As already shown, sodium and chlorine are the chief 
components of extracellular fluid (tissue fluid + plasma), 
the alimentary secretions, and sweat. In the extracellular 
fluid the main function, already discussed, of these ioms 
appears to be to supply osmotic pressure so that isotonicity 
with intracellular fluid is preserved. Another function is 
that sodium and chlorine play principal parts in the acid- 
base balance of extracellular fluid. As is well known, the 
general tissue cells require an environment of constant 
slight alkalinity, and the various acid-base regulating 
mechanisms work to preserve it. In Figs. 2 and 7 basic and 
acid radicals occupy respectively the left and right columns 
of each diagram. Reference to Fig. 2 shows that in extra- 
cellular fluid more than 90% ofthe total base is represented 
by sodium and more than 70% of the total acid by chlorine, 

In the alimentary secretions the chief functions of sodium 
and chlorine again appear to be concerned with osmotic 
pressure and acid-base adjustment. As regards osmotic 
pressure, the cells lining the alimentary tract, particularly 
in its’ upper part, are adapted to withstand non-isotonic 
fluids. Nevertheless, isotonicity appears to be an important 
consideration, since, with the exception of saliva, these 
secretions are all approximately isotonic with tissue fluid 
(see column heights in Fig. 7). As regards acid—base adjust- 
ment, the varioys digestive enzymes need widely differing 
conditions of acidity and alkalinity. In consequence 
sodium and chlorine are secreted in the varied ratios shown 
in Fig. 7. 

In sensible sweat sodium and chlorine seem almost acci- 
dental constituents and not to have important functions, 
The reason for this statement is that there is such a wide 
individual difference in the salt concentration of the sweat 
of different persons that it seems hard to believe that any 
particular concentration matters. In tropical countries the 
salt content of the sweat of natives or long-time residents 
appears to be much lower than that of new arrivals (Dill, 
1938 ; Lee et al., 1941). 


‘Renal Regulation of Extracellular Sodium and Chlorine 


As Gamble (1937) has said: “The kidney is very in- 
adequately described as an organ of excretion. Were 
removal of waste products its only function,.a much simpler 
mechanism would suffice. Its complexity of design and 
intricacy of function are required for the construction and 
accurate defence of extracellular fluid on the chemical con- 
stancy of which depends the successful operation of intra- 
cellular processes.” Renal conservation of the constancy 
of the internal environment is achieved by selective re- 
absorption of the components of the glomerular filtrate. 
First in importance among them are water, sodium, and 
chlorine. In normal adults the maximum. attainable 
urinary concentration of chlorine is about 0.33 N (Davies, 
Haldane, and Peskett, 1922). Expressed as NaCl this con- 
centration equals approximately 2% of salt in urine. The 
concentration of chlorine and HCO, equals 0.33 N of either 
or of both together. The maximum for sodium seems to 
be of the same order or a little higher. 
kidneys to excrete sodium and chlorine, together or 
separately, has an important bearing on the administration 
of saline. In adults the renal concentrating power may be 
damaged in the common conditions mentioned in the sec- 
tion on minimum urine volume, and in these conditions 
patients may be unable to excrete salt in concentrations 
exceeding 0.4% (approximately 1/2 isotonic saline). In 
normal infants the ability to excrete salt is much less than 
in adults (McCance and Young, 1941, 1942; McCance, 
1946) ; this explains why they so readily become oedema- 
tous if given even small excesses of saline. McCance 
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and Young found the sodium and chlorine clearances in 
full-term babies aged 7-14 days to be about one-fifth of 
the value they would be likely to acquire in later life. Still 
lower clearances were found in premature babies (Young, 
Hallum, and McCance, 1941). 


As is now well known, the cortex of the suprarenal glands 
plays an important part in regard to renal excretion of 
salt. In experimental adrenalectomy or in Addison’s 
disease there is an excessive excretion of sodium chloride, 
and in consequence the plasma level falls. Excretion may 
continue in Addison’s disease even when the plasma 
chloride, expressed as NaCl, is below 500 mg. per 
100 ml. (Anderson and Lyall, 1937). The subject has 
been reviewed by Loeb (1941), whose own work in this 
field has been of such importance. Detection of the 
tendency to excessive salt excretion, under standard condi- 
tions of salt restriction, is the basis of the well-known test 
for Addison’s disease which has been devised by Cutler et al. 
(1938a, b). There is similarity in failure of hormonal 
control causing excessive excretion respectively of water 
and salt in diabetes insipidus and in Addison’s disease. 
However, in the former the body is saved from very serious 
consequences by the protective mechanism of thirst, while 
in the latter there is no equivalent salt-craving. In passing 
it should be observed that in diabetes insipidus there is no 
increase of salt excretion or fall in plasma chloride level ; 
this was the finding of Blotner (1941) in 22 cases of that 
disease. 


(Part II will be published in the next issue.) 
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THERAPEUTIC POSSIBILITIES OF 
RADIO-PHOSPHORUS 


BY 
J. S. MITCHELL, M.B., Ph.D. 


Radio-phosphorus (P**) has been used since 1936 in the 
treatment of patients with chronic myeloid and lymphatic 
leukaemia, polycythaemia vera, lymphosarcoma, and 
various related diseases. Most of this work has been 
done in the U.S.A. Important summaries of the American 
results have been given by Low-Beer, Lawrence, and Stone 
(1942); Kenney (1942) ; and Reinhard, Moore, Bierbaum, 
Moore, and Kamen (1946). Of great interest is a paper 
from Stockholm by Lindgren (1944). 

Clinical trials of the therapeutic possibilities of radio- 
phosphorus have not yet been carried out in Great Britain, 
although tracer studies with P*? made by cyclotrons are in 
progress. However, it now seems reasonably certain that 
within the next year we shall be fortunate enough to 
obtain adequate and regular supplies of P*? made by means 
of a “pile.” The isotope P*? is produced in the pile from 
ordinary phosphorus (P*') by slow neutron capture and 
is used in the form of isotonic Na,HPO, solution (15 mg. 
per ml.), with initial radioactivity of about 300 microcuries 
per ml. The pile can produce a specific gravity of one-third 
curie of P*? per g. of phosphorus. The P*? given thera- 
peutically should be accompanied by the smallest possible 
amount of P*?, 

Dosage 


The radioactivity of the phosphate solutions used can be 
determined by means of a Lauritsen electroscope calibrated 
with a uranium standard, but for clinical investigations a 
Geiger counter is essential. It appears most satisfactory 
to give the radioactive phosphate solution intravenously, 
usually in unit doses of the order of 0.5-2 millicuries. 
However, oral administration is possible, and it is stated 





that “ it is the practice of most workers who give P*? orally 
to assume that 75% of any given dose is absorbed.” 

The physical properties of P*? are well known. This 
isotope has a half-life of 14.3 days and emits only beta 
particles. The maximum energy of the beta particles js 
1.71 mev. ; the mean energy of the beta particles is of great 
importance in clinical applications and has the approximate 
value of 0.70 mev. ’ 

Although as yet most of the clinical dosage of P*? has 
been necessarily empirical, it seems highly desirable to 
correlate the dose of radioactive isotopes with the roentgen 
unit. An important paper on this subject was published by 
Marinelli (1942). It can be shown that 1 microcurie of P22 
per g. of tissue delivers 43 r. per day, 1 g. roentgen corre- 
sponds to 1.13 microcuries destroyed per kilogram of tissue, 
and if 1 millicurie is retained for 24 hours by a patient 
weighing 70 kg., approximately 0.6 roentgen equivalents .f 
whole body radiation are delivered. In radioactive isotope 
therapy it is useful to measure the differential absorption 
ratio for the isotope, which may be defined as the ratio of 
the concentration of the radioactive material in a particular 
tissue to the mean concentration in the body as a whole. 
The possibility of delivering useful doses of radiation in 
any particular case may be determined by measuring the 
differential absorption ratio by means of tracer studies 
(Kenney, Marinelli, and Woodard, 1941). In this way it 
was found impossible to deliver therapeutically useful doses 
of beta radiation from P*? to the primary tumour or 
metastases in cases of carcinoma of the breast and of 
osteogenic sarcoma. The present tendency in all diseases 
except polycythaemia vera appears to be to follow the 
“ fractional method” of dosage of P*? outlined by Low- 
Beer, Lawrence, and Stone (1942). It seems that one can 
treat a typical case of chronic myeloid leukaemia with an 
initial dose of perhaps 1 millicurie of P**, followed by five 
doses of 0.5 millicurie at three- to four-day intervals, and 
then doses of 0.5 millicurie weekly until the total white cell 
count has fallen to about 30,000 per c.mm. Then one or 
two fractions may be given subsequently at longer intervals. 
The whole clinical and haematological picture must 
obviously be taken into account. It seems likely that the 
above unit doses can be safely doubled in some cases, with 
reduction of the over-all time of treatment. The average 
treatment for the 39 cases of chronic myeloid leukaemia 
reported by Reinhard et al. (1946) corresponds to 11.8 
millicuries of P*? administered in 78 days. In the treatment 
of polycythaemia vera it issrecommended that the initial 
dose is 3.5 to 4 millicuries of P**. This may suffice, but 
in some cases it is necessary, after waiting three months, to 
give a second dose of 1 to 3 millicuries ; ancillary vene- 
section is often advisable. 


Therapeutic Value 


It is not yet possible to assess with confidence the thera- 
peutic value of radio-phosphorus, but it is evident that the 
earlier optimism is not yet justified. The conclusions 
reached by Reinhard et al. (1946) may be summarized 4s 
follows : . 

1. Radio-phosphorus is probably the best therapeutic agent 
available at the present time for polycythaemia vera. 

2. The results of treatment by radio-phosphorus of patients 
with chronic myeloid leukaemia are probably comparable with 
those of the usual x-ray therapy but are not substantially better. 
With P**, “ freedom from radiation sickness is a practical advan- 
tage which patients who have had previous x-ray therapy 
appreciate.” Great care appears to be necessary in treatment 
with P®? to avoid serious damage to the bone marrow. 

3. “In the treatment of chronic lymphatic leukaemia radio- 
phosphorus is probably as satisfactory as, but not better than, 
roentgen radiation.” 
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4." Radio-phosphorus is of no value in the treatment of acute 
leukaemias or of monocytic leukaemia. 

a Hodgkin’s disease, lymphosarcoma, reticulum-cell sar- 
coma, and multiple myeloma do not respond as favourably 
to P®? as they do to x-radiation.” 

6. The limited evidence available suggests that radio- 
phosphorus is not likely to prove to be a satisfactory agent 
for the treatment of carcinoma of the breast, malignant 
melanoma, lympho-epithelioma, Ewing’s tumour, or mycosis 
fungoides. 


However, the work of Kenney (1942) suggests that further 
clinical trials of radio-phosphorus in lymphosarcoma are 
desirable. 

It seems doubtful whether radio-phosphorus, in the form 
of inorganic phosphate, will stand the test of time even in 
the treatment of chronic myeloid leukaemia. In his report 
to the United Nations Atomic Energy Commission on Sept. 
23, 1946, Dr. C. P. Rhoads, the Director of the Memorial 
Hospital, New York, discussed the treatment of chronic 
myeloid leukaemia and concluded that “a tendency in 
most institutions is to discard the use of radio-phosphorus 
and to stick to conventional x-ray as being somewhat safer 
and more predictable in its results and attended by less 
hazards to the patient, even though it does cause some 
illness in the course of treatment.” 

In conclusion, one can quote again from Dr. Rhoads’s 
report: “ To have expected inorganic elements to be picked 
up so selectively and concentrated so adequately by cancer 
tissue as compared to normal tissue was a very optimistic 
hope. I am not surprised that we are somewhat dis- 
appointed, but we have a vast field before us. We are 
beginning to study the selective pick-up by cancer of a 
vast variety of organic compounds which can be synthesized 
in the laboratories of organic chemistry to contain radio- 
active isotopes of a variety of elements. I am very hopeful.” 

A final aspect of the therapeutic application of radio- 
phosphorus is the possibility of development of beta-ray 
applicators using P**, perhaps incorporated in plastics. A 
report on human skin reactions produced py the external 
use of radio-phosphorus has been published recently by 
Low-Beer (1946). ‘The estimated number of roentgen 
equivalents dissipated in the first millimetre of tissue is 
4.3 per hour per microcurie per square centimetre area.” 
The maximum range of the beta-particles from P** is 
approximately 8 mm. in water or unit-density tissue. It 
is stated that half-value layer measurements have shown 
that about 48% of the radiation is absorbed in the first 
millimetre of tissue. “‘ The results of these studies suggest 
that the use of radioactive phosphorus in the local treat- 
ment of certain superficial skin diseases is reasonable.” 
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Sixteen years have been added to the average life span of 
Americans was one point made by Dr. James A. Crabtree, acting 
Surgeon-General of the U.S. Public Health Service, in a recent 
address. He said that in the problems of communicable disease 
control, emphasis was shifting from the diseases of early childhood 
to those of middle and old age. Americans were taking a great 
interest in public health figures as the result of Selective Service 
findings, which drew attention to various national health defects. 
The control of venereal disease was progressing, and the mortality 
rate had decreased from 15 deaths per 100,000 in 1939 to 10.7 in 
1945. 


PINK DISEASE: A REVIEW OF 65 CASES 


BY 


T. N. FISHER, M.B., M.R.C.P., D.P.H. 
Physician, Royal Manchester Children’s Hospital ; Physician for 
Children, Manchester Northern Hospital ; Consulting Physician 

for Children, Warrington Infirmary 


Pink disease sprang into prominence in medical literature 
in the early years of the century and seems to have estab- 
lished itself in this country as a not very common but, 
nevertheless, regularly recurring member of the group of 
diseases incident to infancy and early childhood. I have 
reviewed the case histories of patients who attended 


. my out-patient clinic at the Royal Manchester Children’s 


Hospital during the 14 years from 1932 to 1945 to see if 
any further light can be thrown on the nature of this still 
somewhat puzzling ailment. During this period 65 infants 
and young children—27 males and 38 females—suffering 
from the disease came under my observation. I followed 
the progress of 48 of these from the time of their first 
attendance to the end of their illness. The remaining 17 
I saw on only one or two occasions, but I ascertained the 
subsequent progress of 14; the other three I was unable 
to trace. Of the 62 children whose subsequent progress is 
known, 53 made a complete recovery and 9 died. 


Incidence of the Disease 





Year: |1932]1933|1934]1935]1936]1937 1938|1939 1940]1941]1942 1943]1944 1945 
No. of ert ee ee 





cases 












































There was a fairly even distribution over the whole 
period. The drop in numbers in 1936 and 1943 can have 
no significance where such small numbers are concerned, 
unless other observers have noted a similar feature. 


Month of Onset of the Disease 





Month: | Jan.|Feb.| Mar.|Apr.|/May|Junej July] Aug. |Sept. | Oct./ Nov. |Dec. 
No. of cases | 8 | 4 6 §|4,6]5 4 7 6 2 5 












































These figures embrace the whole period and show that 
there was no demonstrable variation in seasonal incidence. 
The impression that it is commoner during the winter 
months can, I think, be explained by the greater severity of 
the disease, due to intercurrent infection, during that period 
of the year. 

Age of Onset 





Agein Months: |4/5|6|7/8/9 10|11|12\13}14115]16|17|18|19}20121[251381s0 
No. of cases .. -- |L]4)3/6/6/9/ 2/8) 7/04/21 tf 22 apt psi att 







































































The figures show a rapid increase from the age of 
4 months (the earliest age at which the disease occurred) 
to the end of the first year, and thereafter a sharp decline. 
The two children who succumbed to the disease in their 
fourth and fifth years were quite outside the usual age 
period in this series. A calculation of the average age of 
onset in each year throughout the period shows no signifi- 
cant trend in the behaviour of the disease towards an earlier 
or later susceptible age of choice. e 


Average Duration for Each Year 





Year: |1932}1933|1934]1935/1936)1937 1938|1939 1940/1941/1942)1943 1944lt94s 


Average | 4°5|3-3|3-7/3-8) — 4:11 3-0| 3-7] 4-713-0/46| — | 5-3] 3-9 
duration 
in months 















































In 1936 only one case was seen (duration 3.5 months) ; fwo cases were sten in 
1943, but the duration of the disease could not be determined sufficiently 
accurately for inclusion in this table. 
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The average duration in 46 infants recovering from the 
disease was four months. The shortest was six weeks, the 
longest nine months. Here, again, there is no demonstrable 
change in behaviour, and little to support the impression 
I had formed that the disease tends to strike at an earlier 
age and to run a more protracted but milder course in 
recent years. 

Age of onset did not have any significant influence on 
the duration of the disease, though it may be remarked that 
all infants whose symptoms persisted for more than five 
months had the ailment before the end of their first vear. 
The eighth month seems to be the most common, and from 
the point of view of duration and morbidity the most 
unfavourable, age at which to contract the disease. The 
patients came indiscriminately from the whole area (pre- 
dominantly industrial) served by the hospital, and no pre- 
dilection for any particular region or district was detected. 
Nor could social or financial status be shown to have any 
obvious influence. No evidence remotely suggesting trans- 
mission of the disease from one child to another came to 
light, and the theory of dietetic deficiency or lack of balance 
received no support from a study of the case histories. 


Symptoms 

The disease develops insidiously and is usually well estab- 
lished when the infant is brought to hospital. No first-hand 
observations can therefore be made concerning the onset, 
beyond noting that there is seldom any history of previous 
ill-health or serious dietetic mismanagement. A study of the 
case notes and of the clinical course of the disease as it 
unfolds itself readily suggests a natural division of the 
symptoms inte two groups: the basic symptoms, constant 
and persisting throughout the duration of the disease ; and 
the inconstant and variable cutaneous manifestations. The 
troublesome and dangerous intercurrent infections to which 
infants suffering from this disease are particularly suscep- 
tible are always ready to take advantage of any carelessness 
in management. There are three basic symptoms: a pro- 
found change in temperament, muscular hypotonia, and 
tachycardia. 

The hitherto thriving infant loses his normal contented 
disposition and gradually comes to present a picture of 
unhappiness far exceeding in intensity and duration the 
intermittent fractiousness of teething, to which process the 
symptoms of the disease are at first too readily ascribed. 
The unhappiness increases until, finally, he exhibits a con- 
tinuous, miserable, peevish resentfulness or an active, mili- 
tant fury against all the agencies of the external world and 
particularly its immediate representatives, his mother or 
the examining physician. Muscular hypotonia may be 
extreme. The art of walking if already attained is lost. The 
infant slumps spinelessly in his mother’s arms, with his 
face buried in her shoulder. The hypotonia is most charac- 
teristically seen in the thigh muscles, which lie flaccidly on 
either side of the femur and may, in severe cases, have 
almost a semi-fluid consistency on palpation. A persistently 
rapid pulse rate of between 144 and 168, rising to 192 under 
the provocation of examination or other interference, com- 
pletes the basic pattern of the disease. 

Superimposed on this sustained picture of infantile 
distress, the cutaneous symptoms vary considerably in their 
time of Onset, intensity, and duration. They include the 
vasomotor phenomena of the extremities, the rash, exces- 
sive perspiration, and the special manifestations affecting 
the buccal and conjunctival mucous membranes. The puffy, 
pink or bluish red, cold, clammy hands and feet and the 
sudaminal eruption on the trunk and limbs, criss-crossed 
by excoriation from the constant scratching, are the two 
most regularly appearing features. The rash may be tran- 
sient and of only a few days’ duration or may persist for 


several weeks. In 12 of 32 infants whose history could be 
regarded as reliable the rash and swollen extremities were 
said to have been present from the onset. In the remaining 
20 they appeared at varying periods from two to eight 
weeks after the onset. Profuse sweating is a commonly 
associated feature which exacerbates the rash and helps to 
give the moist, cold, flabby, almost reptilian feel to the 
infant’s skin. Desquamation appears from two to three 
weeks later, and reflects, in the extent and depth of the 
exfoliation, the intensity of the rash. 

Buccal irritation, which is often rather to be inferred 
from the infant's facial expression of profound disgust or 
distaste and his obstinate refusal of food and drink than 
from any obvious lesion of the mucous membrane, may be 
the cause of most intractable and distressing anorexia, which 
is overcome only by the exercise of much patient perse- 
verance on the part of the child’s attendants. Conjunctival 
irritation, resulting in photophobia but with no visible evi- 
dence of conjunctival inflammation, is the most inconstant 
of the cutaneous symptoms. It may be entirely absent, 
barely perceptible, or quite a leading feature of the disease. 
In two infants it was a most troublesome symptom, per- 
sisting for some weeks after the other signs and symptoms 
had subsided, but finally disappearing without any evidence 
of organic ocular disease. 

In only one case, the child of 4 years, was there an oppor- 
tunity of getting any subjective account of the symptoms 
He complained that his back was always itching and his 
hands and feet were smarting ; he also complained of vague 
pains in his arms and legs. The majority can give no verbal 
interpretation of their feelings, but contemplation of the 
intense erythema and swelling of the extremities to be seen 
in many sufferers and the exercise of a little imagination 
should previde a completely adequate explanation for the 
extreme state of misery to which they are reduced. 

The intercurrent infections to which infants suffering from 
this disease are particularly prone comprise low-grade super- 
ficial skin infections ; deeper ulcerations in the flexures of 
the hands and*feet when desquamation takes the severe 
exfoliative form ; ulcerative stomatitis, which in two infants 
culminated in sloughing of the gums, shedding of teeth, 
and septic bronchopneumonia ; and respiratory infections, 
always badly tolerated owing to the hypotonic condition 
of the thoracic musculature. 


Deaths 


There were nine deaths in this series: one infant collapsed 
quite suddenly in hospital at the height of the disease 
(1935) ; one died from the effects of a severe skin infection 


and widespread furunculosis (1940); two died from septic - 


bronchopneumonia secondary to ulcerative stomatitis 
(1939, 1940): and three died from acute respiratory infec- 
tions (1933, 1937, 1938). The exact cause of death in two 
infants could not be ascertained. Post-mortem examina- 
tions performed on two of these infants did not throw any 
light on the pathology of the disease. This inordinately 
high death rate is almost entirely attributable to intercurrent 
infection and underlines the vast importance of most careful 
precautions against the incidence of these dangerous com- 
plications. ' 
Treatment : 

The precise cause of the disease is as yet unknown and 
treatment has been symptomatic, with special emphasis on 
prevention of secondary infections. It is generally agreed 
that home nursing is the method of choice. The enhanced 
dangers of infection in hospital (unless strict cubicle nursing 
is feasible), the impossibility at present of nurses devoting 
the necessary time and attention to feeding and main- 
tenance, and the increase in misery and impotent fury, and 
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the consequent increase in tachycardia, brought about by 
separation from familiar surroundings and perhaps frequent 
changes of attendants, all weigh heavily in favour of nursing 
the infant at home unless circumstances make this quite 
impossible. However exacting the task the mother should 
be persuaded to make the extra effort. It should be 
explained to her that in no disease is patient devotion to the 
interests of the child better rewarded in the end. 

Intensive parenteral vitamin or liver therapy was not 
employed in this series. A high vitamin intake has been 
advised as a measure of protection against superimposed 
infection rather than from a predilection for any particular 
theory of causation. The main principles in management 
are: scrupulous attention to bodily hygiene, particularly 
when desquamation is in process ; most careful segregation 
from any human source of nasopharyngeal or respiratory 
infection, and immense patience in feeding—all food should 
be boiled or cooked and served as cold as possible (some- 
times the only way food or fluid will be taken at all), and 
food should not be forced into the mouth because of the 
danger of injury to the buccal mucous membrane and subse- 
quent stomatitis. 

The judicious use of sedatives and the local application 
of such soothing and cooling preparations or physiothera- 
peutic measures as. seem to bring the greatest relief to the 
patient without causing maceration of the tissues must be 
a matter of individual experiment and ingenuity. There is 
no single royal road to success in easing the intense dis- 
comfort which is often the most harrowing feature of the 
disease. 

Summary 

A review of 65 cases of pink disease is presented. The pro- 
gress in 62 was ascertained, 53 completely recovered, and nine 
were fatal. 

The incidence, age of onset, and duration of the disease are 
given. 

The symptoms are divided into two groups, and these are 
discussed. 

Treatment and the prevention of secondary infections are 
dealt with, and the advantages of home nursing are emphasized. 
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PELLAGROUS ENCEPHALOPATHY 


BY 


PHILIP R. GRAVES, M.B.E., M.D., M.R.C.P. 
Late Medical Specialist, R.A.M.C.; Hon. Assistant Physician, 
j Chester Royal Infirmary 
The following account deals with a deficiency syndrome which 
occurred among prisoners of war in Singapore. As the title 
indicates, the clinical manifestations suggested a brain lesion : 
the only pathological support for this contention was the naked- 
eye appearances of the brain and spinal cord at the necropsies 
on the fatal cases. No histological examination was possible. 
The syndrome occurred in the form of a comparatively small 
outbreak after large epidemics of vitamin B, deficiency resulting 
in neuritic and oedematous beriberi and Wernicke’s encephalo- 
pathy, and later epidemics of B,-complex deficiencies giving 
rise to angular stomatitis, glossitis, scrotal dermatitis, pellagra 





dermal lesions, retrobulbar neuritis, and the painful-feet.syn-. 


drome. So far as I am aware, no such outbreak as this has 
been previously reported. 

This neurological disorder was remarkable for the appear- 
ance of spastic paraplegia, and for the sake of description and 
recognition among the medical officers of the camp it was 
termed the“ spastic syndrome.” The initial illness varied in 
severity from a state of deep coma to some effects so slight 
as to be recognized only by the existence of extensor plantar 
responses. The residual symptoms similarly varied from a 
persistent spastic paraplegia so severe as to disable walking 
to a recovery so complete that no signs remained. 

With the assistance of the ward medical officers who had 
charge of them I was able to keep a close watch on the first 


group of cases to be admitted to hospital between August and 
November, 1942. Other cases arising later 1 saw at less frequent 
intervals, but the total number under close personal observa- 
tion was 29. In January, 1944, 1 extracted from the hospital 
records data from 34 undoubted cases of this syndrome which 
were not included in my previous number. Under the ‘prevail- 
ing circumstances it was impossible to see or arrange to see 
every case suspected of the condition, so that this report of 
63 cases fails to embrace the total number figuring in the official 
camp statistics. 

In this series there were 6 deaths. Four of these patients, 
after an insidious onset, deteriorated rapidly and died within 
3, 8, 17, anc 18 days of admission to hospital. Necropsies 
were performed by Capt. Lennox, R.A.M.C., and the naked- 
eye findings are included in the case reports. One patient died 
of pulmonary tuberculosis and no necropsy was carried out, 
The sixth died a year after onset with progressive mental 
deterioration ; no changes were found in his brain comparable 
with those in the other cases. 

The records I managed to keep with me and finally bring 
home in October, 1945, were of the briefest. As my notes on 
various diseases grew in number, so the records needed to be 
condensed still further to reduce their bulk, for there was the 
ever-present possibility of confiscation. 


Fatal Cases 
Case I 


This patient, who was admitted on Aug. 31, 1942, had noticed 
for one week double vision, burning pains in the legs and left hand, 
general weakness, and difficulty in chewing his food. Mentally 
he was retarded, and was easily moved to laughter by unamusing 
remarks. There was general weakness of his limbs of moderate _ 
degree, most marked in the grip of the left hand. No changes in 
sensation were observed. 

When I next saw him, eight days later, generalized rigidity of his 
limbs had developed and he was unable to sit up. His tendon 
reflexes were exaggerated and there was ill-sustained clonus at -both 
ankles. The abdominal reflexes were weak, and the plantar refiex 
was extensor on the left side. He was given “ marmite,” 2 oz. 
(56.7 g.) daily, from then on. 

Six days later he became incontinent of urine, and during the nex 
few days he was mentally confused. By Sept. 16 his legs had become 
extended and his arms flexed rigidly across the chest. There was 
some weakness of the left facial muscles. His temperature rose to 
101° F. (38.3°C.). The following day he became incontinent of 
stools consisting of blood and mucus, lapsed into unconsciousness, 
and died on Sept. 18. 

At necropsy small translucent dots were to be seen scattered 
about the white matter of the frontal, parietal, and occipital regions 
of the cerebral hemispheres. These dots were 2-3 mm. in diameter 
and had the appearance of sago grains in milk. In the colon there 
was patchy erosion of the crests of the mucous membrane in the 
distal part of the sigmoid and rectum. 


Case Il 


For a fortnight before his admission on Sept. 4, 1942, this patient 
had noticed dimness of vision, and for a week unsteadiness of gait 
and pain in the neck. On examination there was marked dulling 
of his mental faculties, with disorientation for time and place. 
Weakness and rigidity were present in all his limbs, with exaggerated 
tendon reflexes and extensor plantar responses. Other evidence of 
dietary deficiency was manifested by angular stomatitis, glossitis, 
and scrotal dermatitis. For three days he was given 1.7 ml. 
(1 ampoule) of “* nicamide ” (nicotinic acid diethylamide) intramuscu- 
larly and 1.7 ml. by mouth daily. For the next three days 3.4 ml. 
- given by mouth daily, and subsequently “ marmite ” 3 oz. (85 g.) 

aily. 

Five days after admission he. became incontinent of urine and 
faeces; he could not speak or swallow, but could understand simple 
requests and statements. Within the next two days he deteriorated 
rapidly; his legs became rigidly extended and his arms flexed across 
his chest. His face was expressionless and practically immobile. 
The blinking reflex was lost but: some vision was present. He 
moaned continuously, so far as could be gathered because of pain 
in his limbs. This pitiful condition gave place to coma, in which 
he died on Sept. 21. ; 

Changes in the cerebral hemispheres, identical with those in 
Case I, were found at necropsy. 


Case Iti 


This patient was admitted from another camp on March 22, 
in a stuporous condition, with a slip attached to his shirt 
the words: ‘“‘ Fever. Choking feeling and failing vision.” He 
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be roused only to the extent of complaining of headache when asked 
his symptoms. His temperature was 104° F. (40°C.). There was 
an extensive stomatitis with angular fissures, pharyngitis, scrotal 
dermatitis, and keratitis of the right eye. The latter was occurring 
in epidemic form and was undoubtedly a deficiency manifestation. 
His heart sounds were of the tic-tac variety, and his blood pressure 
120/90. Examination of his nervous system showed that the reaction 
of the pupils to light was sluggish ; reaction to accommodation could 
not be tested owing to lack of co-operation. There were weakness 
of the left side of the face and generalized weakness of the limbs, 
which, so far as could be ascertained, was most marked in the left 
arm. The abdominal and cremasteric reflexes were absent, as was 
the right knee-jerk. The tendon reflexes of the arms and left patella 
were normal, but there were bilateral ankle clonus and extensor 
plantar responses. For treatment he was ordered “* marmite,” 3 oz. 
(85 g.) daily, in addition to milk and eggs. 

The following day he became incontinent and passed seven semi- 
solid stools. A lumbar puncture was performed unsuccessfully by 
two competent medical officers. I could obtain spinal fluid only by 
aspiration. Examination of the cells and protein showed no deviation 
from the normal. On March 24 it was noticed that a keratitis had 
developed in the other cornea, and on the 25th he became deeply 
comatose and died. 

At necropsy similar changes were found in the cerebral hemi- 
spheres to those in the two preceding cases. The colon showed 
extensive mild lesions of bacillary dysentery, with ulcers up to 8 mm. 
in diameter in the upper half of the large bowel. 


Case IV 

This patient, who was admitted to hospital on March 16, 1943, 
presented what became recognized as the most typical triad—difficulty 
in walking, dimness of vision, and mental dullness. These symptoms 
had preceded his admission by two to three weeks. He appeared 
quite normal mentally, but stated that his memory was poor and 
his mental faculties slow and dulled. His cranial nerves were normal, 
and the only objective changes in his nervous system were the 
absence of abdominal reflexes on the right side and exaggeration of 
knee- and ankle-jerks. His diet was supplemented by “ marmite.” 
3 oz. (85 g.) daily. 

On the 22nd, six days after admission, he became quite rapidly 
confused. Within a few hours his limbs had taken up the position 
noticed in the previous cases—legs extended and arms flexed. 
With this there were associated exaggeration of all tendon reflexes, 
bilateral ankle clonus and extensor plantar responses, and loss of 
the ahdominal and cremasteric refiexes. Two days later he 
developed double incontinence, and died, with a temperature rising 
above 105° F. (40.6° C.), eight days after admission. A lumbar 
puncture before death showed fluid, under normal pressure and a 
normal protein and cell content. 

At necropsy identical changes were found in the cerebral hemi- 
spheres to those in the three previous cases. In the colon there 
was recent necrosis of the crests of the mucous folds. 


Comment 


Perusal of these case histories shows (1) a fatal course 
terminating in from four to five weeks from the onset of the 
first symptom ; (2) clinical evidence of interruption of con- 
duction in the pyramidal system ; (3) macroscopical evidence 
of a pathological process in the white matter of the cerebral 
hemispheres which would account for most of the physical 
signs and symptoms, including failure of vision. In three out 
of the four cases there was an ulcerative condition of the 
colon. Two showed other evidence of deficiency of part of 
the B, complex. None of them, to my knowledge, had recently 
suffered from dysentery, malaria, or other fever, and repeated 
blood films failed to reveal parasites. Other negative findings 
that call for comment are: (1) the absence of sensory loss in 
Cases I, II, and IV, from whom some co-operation was pos- 
sible ; (2) no naked-eye changes in the spinal cord; (3) an 
absence of meningeal reaction, as found by lumbar puncture 
on two of these cases. 

The differentiation from the other neurological disorders— 
namely. Wernicke’s encephalopathy and an acute encephalitis— 
which were occurring fairly often never gave rise to much 
difficulty, as the early symptoms and signs of this syndrome 
had become well recognized in the less acute cases which had 
preceded these four fatal ones. It is appreciated that difficulty 
might arise, especially in the case of acute encephalitis; and 
the history and nature of the early symptoms preceding by 
some days or weeks the more urgent manifestations of acute 
disorder of the nervous system are important to the diagnosis 
of the present syndrome. Wernicke’s encephalopathy can 
usually be recognized by the symptoms of vomiting and 


unsteadiness of the body or eyes, and the characteristic nystag- 


‘mus and ocular palsies. The tendon reflexes are more frequently 


lost than increased. Only in encephalitis is any deviation from 
normal expected in the spinal fluid. 

The association of this syndrome with other deficiency 
manifestations, and the argument for its recognition as such, 
will be adduced later. 


Severe Cases with Ultimate Recovery 
Case V 


This man was admitted on Sept. 7, 1942. He had suffered from 
the very prevalent complaint of “ pains in the feet” for six weeks 
During the preceding three weeks he had developed general weak- 
ness, mental depression, anorexia, and failure of vision. On 
examination he was seen to be suffering from angular stomatitis and 
glossitis. He was mentally depressed and anxious, and apprehen. 
sive about himself. His face-was without expression and almost 
immobile. His visual acuity was reduced to an inability to read 
newspaper print. There was general muscular weakness and rigidity, 
with exaggerated tendon reflexes, ankle clonus, and bilateral extensor 
plantar responses. The abdominal and cremasteric reflexes remained. 
No sensory loss, deep or superficial, was found. In addition 
to a general improvement of his diet he was given “ hepatex,” 4 ml 
intramuscularly, and “ marmite,” 2 oz. (56.7 g.) daily. 

Two days later he was unable to feed himself and became incon- 
tinent of urine. A week later he had developed dysphagia and 
dysarthria, and his limbs had taken up the characteristic position 
of flexion of the arms and extension of the legs. He moaned con- 
tinually and became rather drowsy. His condition at this stage 
exactly resembled that of Case II during the last ten days of his 
illness. However, during the next week he began to improve, with 
a reduction in the rigidity and drowsiness, and in less than a month 
he was walking about unaided. Within a few days of the com- 
mencement of his recovery he developed an inversion of emotional 
expression and would cry when amused. Although his tendon 
reflexes remained abnormally brisk until June, 1943, his plantar 
responses had reverted to normal within a fortnight of his first 
sign of improvement. When last seen, in June, 1943, he was normai 
in all respects. 


Case VI 


This patient had noticed double vision and a tight feeling around 
the head for a fortnight before his admission on Aug. 3, 1942. He 
also described feelings of “ pins-and-needles”’ and “ shocks” alJ 
over his body. There was general slowing of his mental processes; 
he was easily amused, and was slow in his speech. He exhibited 
general muscular weakness and rigidity, with exaggeration of all 
tendon reflexes and knee and ankle clonus. The abdominal reflexes 
were absent, except in the right upper quadrant, as was the right 
cremasteric reflex. The right plantar response was equivocal, the 
left flexor. No sensory disturbance was discovered. ‘‘ Marmite,” 
14 oz. (42.5 g.) daily, was added to an improved diet. 

Four days after admission he had become quite euphoric. The 
muscular weakness and rigidity had increased, and he could not 
stand up. His physical and mental states deteriorated for the 
next twelve days, during which time he received intravenous 
vitamin B,, 2 mg. daily. Incontinence of faeces developed. His 
spinal fluid was examined and found normal. On Aug. 20 there 
were signs of improvement in his general condition, but he was 
unable to move his ankle or foot joints, and his plantar responses 
had become extensor. From then onwards his mental condition 
improved and, except for occasional attacks of depression, returned 
to normal, but he was still bed-ridden in August, 1945, with a 
severe spastic paraplegia. 

Case VII 


This man, who was admitted on Aug. 12, 1942, had been weak 
and unsteady on his legs for two weeks, had become forgetful, 
and had developed a stutter. His condition at the onset was unique 
among the cases seen, and presented a picture usually the result of 
congenital cerebral injury or disease. At rest his face presented a 
vacant expression with open mouth, but this was distorted repeatedly 
by grimaces and rolling of his eyes and head, accompanied by 
athetotic movements of the limbs. His gait could only be described 
as fantastic—a combination of ataxia with the athetotic movements 
previously mentioned. He was disinterested in his food, and was 
quiet and reserved in his relations with other patients and friends. 
He was uncommunicative with everyone, and very little information 
could be got from him. Apart from increased activity of his tendon 
reflexes I could find no other abnormal signs. 

Three days later there was no change in his condition, but I found 
that by taking a forceful line with him I could get him to walk 
normally. I erred in diagnosing his condition as hysteria and dis- 
charging him on the 19th. In mitigation I would like to point out 
that he was only the third case of this series to be admitted and 
that he presented a new clinical picture. 
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A month later he was readmitted with the history that he had 
been very quiet in his quarters until Sept. 12, when for some hours 
he became violently agitated, with much rolling of his head and 
eyes. He was then quiet again until the 18th, when he started 
screaming and throwing himself about on his bed. He was com- 
pletely disorientated, and _was found to have a temperature of 
102° F. (38.9° C.).. Later in the day, after his admission, he had 
an epileptiform seizure with twitching of the right side of the face 
and right arm, and incontinence. On recovery he behaved in a 
noisy, hysterical manner, but ceased on being reprimanded. For 
some hours afterwards he exhibited athetotic movements of his 
limbs. and was incapable of speech. On lumbar puncture the fluid 
was found to be under normal pressure, with a normal cell and 
protein content. 

When seen on Sept. 26 he had recovered some power of speech, 
using simple words slowly. His limbs were weak and rigid, with 
exaggerated tendon reflexes; ankle clonus and extensor plantar 
responses were present, but the abdominal and cremasteric reflexes 
were absent. During the next fortnight he became rather emotional 
and would have fits of crying for no apparent reason. By March 23, 
1943, he was able to walk about, but with a fantastic heaving gait 
as if weights were attached to his feet. All the athetotic movements 
and rolling of his head and eyes had disappeared. When last seen 
in August, 1945, he had a spastic paraplegia which just allowed 
him to get about unaided. 


Comment 


The symptoms and progress of these three severe cases, while 
differing in some respects both from each other and from 


those in the previous group, accord well enough to be recognized © 


as belonging to the same syndrome. Case V reached, most 
nearly to the condition seen in the fatal cases just before death. 
All developed a spastic paraplegia. 


General Description 


The syndrome, as exemplified by the majority of cases, is 
ushered in by various combinations of the following symptoms: 
locomotor disability—taking the form of weakness, stiffness, 
or unsteadiness of the legs ; failure of vision ; diplopia ; pains 
in the feet ; pain in the back ; paraesthesiae in the feet ; cramps ; 
changes in the mental sphere, such as depression or mental 
dulling. Nocturnal incontinence of urine occurred as an early 
symptom in three cases. Two had epileptiform seizures. Only 
one or two complained of cramps. Marked spasticity with 
or without extensor plantar responses was present in all cases. 
The following is an analysis of the commoner symptoms. 








Symptoms % of Cases 
Difficulty in walking ae as $a ee ia as 53-9 
Loss of visual acuity 4s aa aa es a oe 46:0 
Mental changes sc = acs _ ~~ aa ad 41-2 
Pains in feet (painful-feet syndrome) - - i “s 38-0 
Paraesthesiae in limbs ha oy 7 aa oa on 17-4 
Pain in spine ee ee oe oe ee as os 6°3 
Diplopia =< . of 5-0 








In the early stages there may be no objective signs apart from 
unusually brisk reflexes and a ‘rather hysterical behaviour. It 
was observed on several occasions that, on examination, men 
who had walked to the out-patient department complaining 
of pains in the feet revealed exaggerated knee- and ankle-jerks 
and extensor plantar responses. After a night’s rest in hos- 
pital these signs would disappear. I assumed that in these 
cases there was only a minimal degree of the condition under 
discussion. 


When this nervous affliction became well recognized medical 
officers began to report the occurrence of increased tendon 
reflexes, sometimes accompanied by clonus and extensor plantar 
responses, in ward patients suffering especially from dysentery 
and prolonged fevers. Both these groups of patients—those 
suffering from pains in the feet and those just mentioned— 
received special care, and I am not aware of any that failed 
to recover fully. - 

The difficulty in walking was due to a progressive spastic para- 
plegia with the development of the signs usually associated with 
it—viz., spasticity, weakness, exaggerated tendon reflexes, extensor 
plantar responses, and loss of abdominal and cremasteric reflexes. 
In just over 50% the signs of pyramidal-tract involvement were 
confined to the lower half of the body; in about 28% the upper 
limbs were included; and in the remainder there were signs of 
inclusion of the highest part of the system, with loss of facial 
expression, facial immobility, dysarthria, and dysphagia. 


Under the conditions which prevailed’ it was not possible to test 
the visual acuity of all these patients; the loss was never severe 
and vision recovered rapidly, which was in striking contrast to the 
chronicity of the cases suffering from retrobulbar neuritis. In only 
two patients did I find any-abnormality on ophthalmoscopic examina- 
tion: in one the disks were very pink and the edges ill defined; 
he later developed further impairment of visual acuity and became 
established as a case of retrobulbar neuritis. The other had well- 
marked papillitis with exudate close to the disks; in this case the 
spastic syndrome was complicated by oedema of the legs and pellagra 
skin lesions, faucial diphtheria, S.T: malaria, and later a. poly- 
neuritis affecting all limbs and both sides of the face. He made a 
satisfactory recovery without visual defects. 

The mental changes comprised. general dulling, depression, loss of 
emotional control, and hysterical behaviour. One patient developed. 
ideas of persecution which persisted until his death a year later, 
by which time there had’ been considerable physical and mental 
deterioration. Another developed grandiose ideas which lasted many 
months, and a third became confused and aggressive for a few weeks. 

Pains in the feet were common, but this syndrome was wide- 
spread at the time, as were the other signs of deficiency disease 
which were found. associated in the spastic syndrome in not more 
than one-third of the cases. The painful-feet syndrome has been 
well described by J. A. Page (1946). The paraesthesiae comprised 
numbness and tingling and were unaccompanied by objective signs. 
These symptoms tended to disappear rapidly after admission to 
hospital: The loss of bladder control arose early in some cases 
as nocturnal enuresis. Pain in the spine was usually located in the 
cervical or lumbar region, and occurred in severe cases with much 
rigidity and helplessness. The diplopia, was usually of short duration 
and disappeared soon after admission. In some cases this symptom 
was intermittent. 

Investigations 

Laboratory facilities were limited, and the staff was, con- 
tinuously at work on blood films and stool examinations. 
Fractional test meals were performed on three cases, the results 
showing one to be achlorhydric and two normal, Lumbar 
punctures. were done on six cases, and the cells and protein 
were normal in all. 

A survey in respect of age, length of service in the East, 
previous illnesses, habits in regard to consumption of alcohol, 
and type of work as a P.O.W. failed to produce any facts of 
significance. 

Course and Treatment 

The onset and progress were fairly rapid in the majority of 
cases, and my records show that in 18, where information ‘is 
available, an average period of 18 days’ illness preceded admis- 
sion to hospital, the extremes being 3 and 42 days. All non- 
fatal cases deteriorated for an average period of 21 days after 
admission. The shortest period from onset to recovery, when 
a paraplegia had developed, was 9 weeks. 

Owing to the later division of the main Changi Hospital into 
two separate camps I am unable to give exact figures bearing 
on the late results of the disease in all cases. Of my original 
29, 6 died (one from pulmonary tuberculosis), 9 recovered 
completely, and 14 were left with signs of paraplegia of vary- 
ing extent, of which 2 were bedridden when last seen, in 
September, 1945. 

The means available for the treatment of the earlier cases 
consisted in an addition to their diets of reconstituted milk 
(1-2 pints : 0.56-1.1 litre), “marmite” (1-3 oz. : 28.3-85 g.), 
“ nicamide ” (3.4 ml. daily) for a maximum of 11 days, paren- 
teral vitamin B, up to a maximum of 16 mg. per case, liver 
extract up to a maximum of 12 ml., and red-palm oil 
(1-3 oz. : 28.3-85 g. daily). Rice polishings, pea-nuts, eggs, 
tinned meat, and fresh vegetables were given as available. It 
was not apparent that any addition affected the course of the 
disease. 

Discussion 

Evidence is presented that under certain conditions of nutri- 
tional deprivation a disorder characterized by signs of damage 
to the cortico-spinal innervation makes its appearance. When 
severe this condition is responsible for widespread disorder of 
cerebral function resulting in disturbance of memory, coma 
with quadriplegic rigidity characteristic of the decorticate 
animal, and in some cases convulsions. As recovery occurred 
spastic paraplegia was the common residual state. In minor 
affections less evidence of the initial cerebral illness may yet 
be followed by a crippling spastic paraplegia or a lesser degree 
of spastic weakness. Complete recovery may ensue after a 
severe initial onset. 
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Spastic paralysis has been reported in severe classical pellagra. 
Thus Heatley-Spencer and Biggam, in the British Encyclopaedia 
of Medical Practice, state: “Sensory changes are common in 
the lower limbs and consist of various paraesthesiae and 
numbness. Objective sensation usually remains intact and there 
is no alteration of deep sensibility. Romberg’s sign is rare. 
Pain in the dorsal or lumbar regions is common: peripheral 
neuritic pain may be severe and is often a late symptom. 
Stiffness and some loss of power, with painful cramps in the 
lower limbs, are common. The reflexes are variable, the knee- 
jerks being in some cases exaggerated, with a spastic rigidity, 
and in others lost. Mental changes are important and begin 
with mental dullness, slow response, and loss of memory.” 

Manson-Bahr, in his Tropical Diseases, includes ptosis, dip- 
lopia, amblyopia, and rarely epileptiform convulsions among 
the signs and symptoms, and states that later the gait becomes 
uncertain and of the spastic paraplegic type. This author 
mentions a very acute form of pellagra, described under the 
title of “ pellagra typhus,” characterized by intense prostration, 
high temperature, ‘muttering delirium, pronounced nervous 
tremors, generalized rigidity, and convulsions. The acute cases 
reported in this paper seem not dissimilar. 

The additional point that this syndrome arose in the course 
of other manifestations of vitamin B deficiency which are 
recognized as part of the classical picture of pellagra lends 
support to the view that it is itself an isolated manifestation 
of that disease. The B complex comprises several factors, and 
the experience gained in our camp suggested that there was a 
different time factor for each before evidence of deprivation 
showed itself, the mucous membrane and dermal lesions of 
pellagra appearing first and the nervous lesions later. It is of 
interest that not more than one-third of the cases of pellagrous 
encephalopathy here reported showed other evidence of defici- 
ency, but this lack of association was reported by Spillane 
and Scott (1945) in their account of deficiency manifestations 
among German prisoners of war in the Middle East. 


Conclusion 


The above findings are based on 63 cases of a deficiency 
syndrome, which has been given the name of pellagrous 
encephalopathy, occurring among prisoners of war in Singapore. 
There appears to be sufficient evidence to include it among 
the manifestations of vitamin B deficiency and as part of the 
pellagra symptom complex. Previous reports have been made 
in the literature of limb weakness, and spasticity with and 
without extensor plantar responses (Wilkinson, 1944; Spillane 
and Scott, 1945; Clarke and Sneddon, 1946; Pallister, 1940), 
in association with other deficiency manifestations, but a clear- 
cut syndrome as reported here appears to be unique. 


My thanks are due to all those medical officers in the Changi 
Prisoner-of-War Hospital under whose care these patients were 
admitted; and to Dr. D. Denny-Brown, of the Department of 
Neurology, Boston City Hospital, for his help and encouragement 
in the writing of this article. 
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A scientific meeting and the resumed annual general meeting (for 
members only) of the Nutrition Society will be held at the London 
School of Hygiene and Tropical Medicine, Keppel Street, W.C., on 
Saturday, Feb. 22, at 11 a.m. The speakers and subjects at the 
scientific meeting are as follows: G. Fraenkel, Requirements of 
Insects of Known and Unknown Members of the Vitamin B Com- 
plex; O. Kestner, Importance of Mixed Food for Nutrition; T. F. 
Macrae and G. A. Childs, Nutritive Value of Food Served in the 
R.A.F. during the War; J. Ganguly, S. K. Kon, and S. Y. Thompson, 
Form of Vitamin A in Cow’s Milk; R. Braude, Stimulation of 
Growth and/or Fattening of Pigs by Synthetic Oestrogens ; G. 
Dunlop, Nutritional Vanation of Soils and Pastures on Scottish Hill 
Grazings; E. M. Hickmans, S. Bishop, and Y. Williams, Effect of 
High Protein Feeding on Marasmic Infants following Operation for 
Pyloric Stenosis; Z. A. Leitner, T. Moore, and I. M. Sharman, 
Vitamin A in Rheumatic Fever. Non-members are admitted to meet- 
ings of the society only by the introduction of a member. Meetings 
of the society are private and no unauthorized account of its pro- 
ceedings may appear in the Press. Further details of the society 


can be obtained from the honorary secretary, Dr. Leslie J. Harris, 
Nutritional Laboratory, Milton Road, Cambridge. 


‘pain and having had several loose stools durin 


Medical Memoranda 











Case of Ectopia Testis with Seminomatous 
Change and Torsion 


The following case is interesting in that it illustrates three. 
pathological conditions: first, ectopia testis of an unusual type ; 
secondly, a malignant tumour of that organ; and, finally, 
torsion. The liability of malignant change in an ectopic testis. 
is a statistically supported, albeit disputed, fact. Gordon-Taylor 
(1938) states that 15 out of 50 testicular tumours occurred in 
undescended testes. Tumours of the testis, however, are not 


common, and Barrington (1939) remarks that out of 9,714. 


admissions to St. Peter’s Hospital for diseases of the male 
genital: system only 14 were testicular tumours. In our case 
an extreme example of undescended testicle had undergone 
both malignant change and torsion. 


Case History 


A man a 38, married but with no children, had recently been 


discharged from the Army with a clean bill of health. He had once- 


during his service—in June, 1945—had an attack of abdominal pai 
but after 24 hours’ observation had completely recovered. In June 
1946, he called in his doctor one morning use of slight abdomina} 
and S the night. On 
examination there was a generalized abdominal tenderness with 
considerable rigidity, but temperature and pulse were normal. Hi 
doctor therefore decided to see him later in the day before comi 
to any conclusion. When seen during the afternoon he had inc 

pain, together with nausea, and there was marked tenderness in the 
-_ iliac fossa. There was also a rise of temperature to 101° F. 
(38.3° C.). He was then admitted to the Victoria Infirmary, 
Northwich. Here examination confirmed these findings, and a 
provisional diagnosis of acute appendicitis was made. It was, 
however, noted that the right testis was absent from the scrotum, 
and the inguinal canal was not patent to the exploring finger. 
Consequently a reservation was made that there was a possibility 
of some morbid change in an ectopic testis accounting for the 
symptoms. 

The abdomen was opened by a pararectal incision in the right iliac 
fossa. When the peritoneum was opened a quantity of blood-stained 
fluid escaped, and on exploring the pelvis with the hand a rounded 
mass was found in the retrovesical pouch. This was delivered 
and seen to be a globular mass the size of a cricket ball, which was 

lum-coloured and had the appearance of a twisted ovarian cyst. 
t had a twisted pedicle 14 in. (3.75 cm.) long which emerged from 
the parietes at about the site of the internal inguinal ring. It was 
clamped, ligated, and divided near its base and the mass removed. 
There were no adhesions, and no difficulty was encountered. 
There was no sign of pelvic or lumbar glands, and the liver was 
palpated and felt quite normal. The wound was closed without 
drainage and the patient returned to bed. He recovered uneventfully. 

The tumour was incised, gy Ay it was the missing testis. 
It was sent for section to Dr. W. H. Grace, who reported that it 
was a seminoma which had undergone torsion. The patient’s urine 
was. later also submitted to Dr. Grace, who determined that the 
Aschheim-Zondek reaction was negative, but as this was about 
three weeks after the removal it could only be an indication that 
there was no large metastasis as yet. After discussion it was decided 
not to recommend deep x-ray therapy at this stage, and on this 
point we invite criticism. 

COMMENT 


Perhaps the chief. interest of this case lies in the abnormal 
anatomy of the testis and in the complete, or almost complete, 
absence of symptoms as demonstrated by a successful service 
in the Army. The testis had picked up a complete visceral 
peritoneum and had come to be a free intraperitoneal organ— 
a very unusual state of affairs. That it had undergone torsion 
was perhaps not surprising after, owing to the seminomatous 
change, it had attained the size and weight it had. Nevertheless 
it must be assumed that the symptoms which led to operation 
and ultimate diagnosis of the condition were due to torsion, as 
no doubt was his attack in June, 1945, although this must have 
corrected itself, and to this fact the patient may, we hope, owe 
his life. . 

We wish to thank Dr. W. H. Grace for his pathology report. 


A. H. Bennett, M.R.C.S., L.R.C.P. 


Hartford, Cheshire. 
W. G. Snaw, M.R.C.S., L.R.C.P. 
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A TEXTBOOK OF GYNAECOLOGY 


Textbook of Gynaecology. By J. H. Pecl, B.M., F.R.CS., 
F.R.C.O.G. Second edition. (Pp. 467; illustrated. 21s.) 
London: William Heinemann Medical Books. 1946. 

This textbook is of convenient size, and the paper and print 
are of excellent quality for a modern publication, though the 
illustrations are not perhaps of a high enough standard. The 
original Forsdike illustrations have been retained to a large 
extent, and though they do not equal those of modern American 
publications they are fairly satisfactory. The main criticism 
should be directed towards the new illustrations, particularly 
the photomicrographs, some of which are very poor. 

The arrangement of the book is unusual and the chapter on 
symptoms in gynaecology is introduced towards the end. The 
chapter on gynaecological operations is possibly too condensed. 
Most teachers will agree that students do not need too much 
detail, but they probably want to know more than Mr. Peel 
has included in his textbook. There is a tendency to over- 
stress endocrinology, and some of the ingenious suggestions 
for the classification of disorders of menstrual function are not 
universally accepted. The subject is notoriously difficult, and 
anyone familiar with the American literature knows only too 
well that widely different opinions are held in that country. 
Another difficulty is the use of the word oestrogen in a wide 
sense to include all oestrogenic substances. The practice is 
popular with some American authors, but may be confusing 
to medical students. 

On the whole the book is well written, but there are occa- 
sional lapses in literary style. For example, on page 43 there 
is the sentence, “ The primary function of oestrogen in the body 
is that of a sexual growth stimulating one.” Nevertheless 
the book is interesting, with a good classification, and medical 
students will be able to obtain a fair knowledge of gynaecology 


from it. 
NURSING RECRUITMENT 
Why No Nurses? By James Barclay. (Pp. 176. 6s.) London: ' 
Faber and Faber. 1946. 

Although nursing conditions have been surveyed in recent years 
first by the Lancet Commission and then by the Athlone and 
the Rushcliffe Committees, and many recommendations have 
been made and some have been acted upon, the profession 
still remains under-recruited. The fate of the hospital part of 
the National Health Service scheme depends upon the success 
with which Mr. Bevan can court the young woman of 18 who 
knows quite well what she wants and has many other oppor- 
tunities open to her. Mr. James Barclay’s well-written. little 
book Why No Nurses? suggests that the difficulty is not so 
much a question of pay—the worsening of nursing recruitment 
has run parallel with increase in remuneration—as a lack of 
private life which is supposed to be inherent in the nurse’s 
calling. Even in her off-duty hours in the nurses’ home she is 
still psychologically attached to the hospital in a sense in which 
the typist is not attached her office or the teacher to her 
school; but he does not make the obvious suggestion that 
nurses should be recruited so far as possible from the locality 
of the hospital in which they are to serve and be allowed to 
live at home. One of his proposals is that the nurse should 
be trained in a hospital unit rather than in an individual 
hospital—a conception which may be realizable through the 
regional hospital boards. He is critical of many things in the 
nurse’s life, especially the matrons and their lieutenants, the 
home sisters, and hospital administration in certain respects ; 
he even drags in the British Medical Association for uncompli- 
mentary reference. The author is an officer of a public health 
authority and sees the matter from that point of view. His 
“left” sympathies are indicated by the fact that the new 
permanent committee which he would have the Ministry of 
Health set up to make constant surveys and reports on. the 
position would include T.U.C. representatives, a delegate 
member of the Socialist Medical Association, and a repre- 
sentative of the New Statesman and Nation. He seems to 
recede a little from this advanced attitude when he says that 
“the composition should be predominantly male.” 


BOOKS RECEIVED 


{Review ts not precluded by notice here of books recently received] 


Traité de Neuro-endocrinologie. By G. Roussy and M. 
Mosinger: (Pp 1,106. 2,200 francs.) Paris: Masson. 1946. 

An account of the hypothalamic-hypophyseal mechanism, and its 
nervous and hormonal connexions. 


Man: The Verdict of Science. By G. N. Ridley. 
2s. 6d.) London: Watts, 1946. 


A popular exposition | the scientific study of man and society 


One Hour of Justice. | By A. C. Alport, M.D., F.R.C.P. (Pp. 311. - 
8s. 6d.) London: Dorothy Crisp. 1946. 


A denunciation of the conditions in which the Egyptian poor live, 
by the late professor of clinical medicine at the University of Cairo. 


wre ig Surgery and Sight-testing. By M. A. Kamath, 
.B.,C.M. (Pp. 297. Rs. 6.) angalore: Sharada Press. 1944. 


A manual intended for the use of students and practitioners. 


On Goitre and Allied Diseases. By John Hertz, M.D. (Pp. 586. 
40s.) London: Geoffrey Cumberlege. 1943. 


A monograph, with illustrations, some in colour, and extensive 
bibliography, on the normal and diseased thyroid gland. Trans- 
lated from the Danish. 


Effect of a Carcinogenic Hydrocarbon on Manifest Malignant 
Tumors in Mice. By S. Stamer. (Pp. 158. 12s.) London: 
Geoffrey Cumberlege. 1943. 

Includes accounts of experiments with 9: 10-dimethyl-1 :2-benzan- 
thracene by injection and ingestion, and its effect on the Crocker 
sarcoma, Street sarcoma, and transplanted leukaemia. Translated 
from the Danish. 


(Pp. 156. 


Serological Studies on the Pneumococci. By Erna Méirch. 
(Pp. 193. 10s.) London: Geoffrey Cumberlege. 1943. 

An account of the author’s studies of pneumococci at the State 
Serum Institute, Copenhagen, with previous work summarized and 
list of references. In English. 


Studies on the Risk of Infection with Bovine Tuberculosis to 
the Rural Population. By Jén Sigurdsson. (Pp. 250. 15s.) 
London: Geoffrey Cumberlege. 1945. 

After an introduction on the bacteriology of the tuberculosis bacillus 
the author discusses ways of infection in pulmonary tuberculosis, 
distribution of.bovine tuberculosis in man and cattle, and the spread 
of ‘the bovine form. In English. 


Studies on Impaired Fertility in Man with Special Referenceto 
the Male. By Rich. Hammen. (Pp. 206. 10s.) London: Geoffrey 
Cumberlege. 1944. 

An investigation into the morphology, motility, viscosity, ‘ and 
viability of spermatozoa, and how these and other factors are related 
to fertility. In English. ; 


The Dental Assistant’s Handbook. By G. 1. West. (Pp. 108: 
6s.) London: Wm. Heinemann. 1946. 


A simple account of the dental assistant’s duties and the knowledge 
required in performing them. Includes chapters on radiology, the 
psychological approach to patients, and dental instruments. - 


The Epidemiological Significance of Grouping and Typing the 
Haemolytic Streptococes. -—* A he Seat (Pp. a O58) 
London: Geoffrey Cumberlege. 1942. 

Part I contains a classification of haemolytic streptococci; in Part LU 
the spread of streptococcal infections is considered, and also milk- 
borne epidemics, scarlet fever in schools, and the occurrence of 
streptococci in the throats of healthy people. In English. 


The Duodenal Glands of Brunner in Man. By E. Landboe- 
Christensen. (Pp. 267. 20s.) London: Geoffrey Cumberlege. 
1944. 

An investigation into the distribution and quantity of the Brunner 
glands. The parenchymal mass was found to be relatively greatest 
in childhood, absolutely so in middle age. 


Medical Disorders of the Locomotor System. By E. Fletcher, 
M.A., M.D., M.R.C.P. (Pp. 625. 45s.) Edinburgh: Livingstone. 
1947. 

The author discusses rheumatic diseases at length and has included 
chapters” on osteoarthritis, fibrositis, brachial neuralgia, and the 
anatomy and physiology of the locomotor system. Many illustrations. 
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PRINTING OF THE B.M.J. 


The printers of the British Medical Journal on Monday 
this week had no electricity to turn over the machines, and 
by 7 p.m. on Monday night the Editor was still unable to 
learn from the Ministry of Fuel and Power whether it 
would be possible to produce this week’s Journal. On 
Tuesday permission was granted to go to press this week, 
but the printers were still short of electrical power. For 
the resulting imperfections in this week’s issue we apologize. 

At the time of going to press we understand that we shall 
not be able to publish the next two issues of the Journal, 
which during the two recent world wars was regarded 
as indispensable to the national effort. On May 10, 1941, 
the Journal’s printers were destroyed by German bombs, 
but production of the Journal continued uninterrupted. 
We regret that this time it looks as if it will be impossible 
to repeat “ Operation Phoenix.” 








DISCUSSIONS BEGIN 


The Negotiating Committee met on Feb. 7 to consider 
the Minister of Health’s response to the resolution recently 
passed at the Special Representative Meeting on Jan. 28. 
This resolution was as follows : 

That the British Medical Association, having considered the 
final results of the plebiscite and the Minister’s letter of Jan. 6 
to the Presidents of the Royal Colleges, and desiring to secure 
for the people the best possible Health Service, is willing that 
discussions be entered into with the Minister to that end, pro- 
vided that such discussions are comprehensive in their scope, 
and that the possibility that they may lead to further legisla- 
tion is not excluded; and that after the conclusion of these 
discussions a second plebiscite of the profession be taken on 
the issue of entering the Service. 


Mr. Bevan responded to this in the following words, as 
expressed in a letter from the Secretary to the Ministry 
to the Secretary of the B.M.A.: “ The Minister wishes me 
to say that he has considered the terms of the resolution 
and will be glad if the Negotiating Committee will resume 
discussions with him, in the light of that resolution, at 
their early convenience.” As was pointed out in last week’s 
Journal, the various constituent bodies of the Negotiating 
Committee, which, it may be repeated, is a Committee 
representing the whole profession and not just the B.M.A., 
had different views on the terms on which discussions on 
the National Health Service Act should be conducted. The 
three English Royal Colleges and the Society of Medical 
Officers of Health, for example, were in favour of the 
negotiations on the Regulations without any proviso. The 
important element in the resolution of the Special Repre- 


sentative Meeting was that discussions should be compre, 
hensive and that a possibility of further legislation be not 
excluded. The final point made was that another plebiscite 
should be taken on the issue of entering the new Service 
when its full details were known. . 

It is highly gratifying that the representatives of the 
constituent bodies at last week’s meeting of the Negotiating 
Committee, at which the Presidents of the three English 
Royal Colleges were present, had the wisdom and states- 
manship to sink their differences of opinion by accepting 
the terms of the Minister’s invitation. The Minister wants 
to enter into discussions in the light of the resolution of the 
Special Representative Meeting, and in agreeing to this 
without dissent the constituent bodies of the Negotiating 
Committee have, by their decision, agreed to the terms of 
the resolution of the Special Representative Meeting. This 
happy solution of recent acute dissension within the pro- 
fession has unified its forces and intention. The essential 
thing now is to foster this unity and to preserve it un- 
impaired through the coming months of trial by discussion. 
Only if this unity can be preserved will suspicion be dissi- 
pated and an effective settlement of a difficult problem be 
reached. 





= 





KING EDWARD’S FUND 


Fifty years ago the country was preparing to celebrate 
Queen Victoria’s Diamond Jubilee, and it was the Prince 
of Wales, later to become King Edward VII, who finally 
selected, as a suitable form of commemoration, from the 
various proposals put before him, the establishment of a 
fund to assist the London voluntary hospitals. It was called 
the Prince of Wales Hospital Fund, and on his accession to 
the throne was renamed the King Edward Hospital Fund 
for London. Contributions, many of them large legacies, 
have created a capital sum that now exceeds £5,000,000 ; 
about £300,000 are distributed yearly. 

A characteristic feature of the Fund and one that greatly 
enhances its value is the care with which it investigates 
precisely the hospital conditions that most urgently need 
improvement. The Fund is not a goose laying a golden 
egg occasionally on the breakfast-table of some fortunate 
hospital; on the contrary, detailed information of two 
kinds is sought before a grant is made. First the hospital 
must disclose its financial position—the Fund insists upon 
a uniform system of accountancy in all hospitals seeking 
its support—and, secondly, visitors meet representatives of 
the hospital staff and discuss with them such topics as the 
cooking and serving of meals, the amenities of the nurses’ 
and domestic servants’ quarters, the comfort of the patients, 
and arrangements for supervising the health of the staff. 
These visitors, from whose reports much valuable informa- 
tion has been gathered and published for the guidance of 
hospitals, are not necessarily technical experts and include 
laymen in their number as well as doctors ; they are men 
and women of wide experience in medical and lay adminis- 
tration, and they usually work in pairs—one medical mem- 
ber and one lay. Inspectors the visitors certainly are not : 
there is no question of their imposing regulations on the 
hospitals seeking the Fund’s help. They bring a knowledge 
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of the latest developments in administration: and welfare, 
and the hospitals are always willing to follow their advice. 

Various inquiries have been carried out through the 
visitors and recommendations made on the evidence col- 
lected by them. For example, several years ago it was 
found that the catering in some hospitals had lagged behind 
the standards set by modern knowledge of nutrition, and 
that whereas the special diets were often carefully designed 
the general catering was done with obsolete and wasteful 
methods of cooking, and food was served in an unappetiz- 
ing manner. The once familiar patients’ lament that “ they 
always starve you in hospital” has been muted by the 
Fund’s efforts. The Ministry of Food, under Sir Jack 
Drummond, analysed the meals served to patients and staff 
at certain co-operating hospitals, and the Fund prepared 
two memoranda.!? The influence of these publications 
has extended far beyond the hospitals in the London area, 
and additional information for those hospitals unable to 
employ a full-time dietitian is supplied by a dietetic 
advisory service set up by the Fund. More recently the 
Fund has investigated the welfare, health, and recruitment 
of nurses,® * and it has also held a special inquiry into the 
prevention of tuberculosis in nurses. Its recommenda- 
tions include a separate bedroom for each nurse, a 
pension scheme, which has been adopted by almost all 
voluntary hospitals, and regular medical examination. The 
Nursing Recruitment Service, the advisory work of which 
is done entirely by nurses, is designed to present nursing 
as the attractive and satisfying profession it can be (and to 
the creation of which the Fund has itself contributed so 
much), and to encourage and advise those many girls who 
at the age of 13 to 16 desire to enter it but who drift away 
before reaching the most suitable age for: beginning train- 
ing, 18, either because they are discouraged by being 
refused admission to the particular hospital that they had 
set their hearts on or because other employment at which 
they can start at a younger age engages their attention. 
The Fund has also established six preliminary training 
schools in London, each used by a group of the smaller 
hospitals, to give girls an introductory training for 9 to 12 
weeks before they enter the wards.5 The latest special 
inquiry is into hospital domestic staff. The most impor- 
tant recommendation in this connexion is that hospitals 
should appoint a trained lay supervisor who would work 
under the general supervision of the matron. 

Apart from these investigations the Fund runs certain 
services. Hospitals may borrow from the radium “ pool,” 
and the Radium Committee, under Sir Ernest Rock Carling, 
offers the services of a panel of physicists to advise radio- 
therapeutists. The Emergency Bed Service, which was 
started in 1938, relieves doctors in the Metropolitan area 
of much anxiety and vexation by informing them of where 
beds are available and arranging ambulance transport. In 
addition information given in the timetable of out-patient 
clinics eliminates some of the waiting that used to be a 
feature frequently commented upon by the patients attend- 
ing them. 





1 Hospital Dier, 1943. 

2 Hosptral Diet, 1945. 

3 Supervision of Nurses’ Health, 1943. 

4 Nursing Stuff: Considerations on Standard of Staffing, 1945. 
5 Preliminary Training Schools for Nurses, 1 

6 Domestic Staff in Hospitals, 1946. 


The passihg'of the National Health: Service Act does no! 
directly affect the Fund. It has, however, a most impor- 
tant part to play in a State health service, for money tha’ 
is now allocated to the routine upkeep of hospitals will be 
available to benefit directly the welfare of the patients. ]1 
will be able to introduce a humanizing influence into con- 
ditions that some have feared may become mummified in 
the arid air of bureaucracy; its gifts will be free from 
Treasury control and can be the means of providing those 
individual attentions and comforts that prevent a patiem 
from feeling merely a case and which no amount of paper 
organization ever conduces to. All hospitals within its 
area, including those that are now under local authority 
control, will be eligible for grants from the Fund, and 
the personal relationship maintained by. its visitors will 
do much to keep alive the humane tradition in Nospita) 
medicine. 








BURNS AND SCALDS 


At this time of the year home fires are kept burning as 
brightly as the coal ration permits, and with this goes an 
increased risk of burns, especially to old people. Although 
the number of fatalities from burns and scalds has progres- 
sively diminished during the last forty or fifty years, avoid- 
able tragedies still occur. In the last quinquennium of the 
nineteenth century the average annual number of deaths 
from these causes in England and Wales was 2,534; in the 
last peacetime quinquennium (1935-9) the number was 
1,303. Nine out of ten of these fatalities, if the experience 
of two large hospitals is representative, arise out of acci- 
dents in the home, most of which might have been pre- 
vented by simple precautions. Among elderly people the 
annual average of these fatalities has increased by 75% 
over forty years. The reduction has been chiefly among 
child: victims, although even here the déaths from burns 
and scalds of the under-fives outnumber the deaths from 
road accidents. No doubt the elimination of the naked 
gaslight and the oil lamp has been helpful; on the other 
hand, gas and electric fires have brought new dangers, and 
fireguards which may be adequate for a coal fire may be 
unsatisfactory for the new heating. The universal cigarette 
cannot be exonerated. The shortening of women’s skirts 
and the wearing of trousers has made for safety, but the 
change from woollens and tweeds to inflammable cotton 
and silk frocks and nightdresses brings new perils. Far 
more women than men die from burns and scalds ; in 1939 
the proportion was 460 to 175. 

Dr. Leonard Colebrook contributed to the October Bulletin 
of the Ministry of Health and the Emergency Public Health 
Laboratory Service a brief survey of the subject. Deaths 
represent only a small proportion of the accidents. For 
every fatality probably 20 cases are admitted to hospital, 
and up to 50 more treated as out-patients. Dr. Colebrook 
estimates that the in-patients alone account for about a 
million days of hospital occupation every year. On the 
basis of an analysis of cases admitted to Birmingham Acci- 
dent Hospital over two recent years he attributes many of 
the cases in children to lack of housing room for. play 
except around the grate ; to the absence or inefficiency of 
fireguards (the Children’s Act, 1908, makes it a punishable 
offence to be without a fireguard when there are children 
under seven in the home, but this is often not enforced 
until after an accident has occurred); and in women and 
children to the wearing of flannelette or winceyette, which 
are not only dangerous by reason of their inflammability 
but because they tend to stand away from the body, so that 
they become ignited before the wearer is aware of it. The 
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chief preventive measures must be to encourage well- 
designed fireguards, relatively fireproof clothing, and the 
use of sunken wells in the top of gas and electric stoyes 
which would make it difficult for saucepans or kettles to 
be upset, and generally to inculcate a “heat sense,” in the 
same way as training in “road.sense” is given to both 
children and adults. ; 





HUMAN HEREDITY INFORMATION CENTRE 


the International Centre for Information on Human 
Heredity has now been transferred from London to the 
University Institute for Human Genetics in Copenhagen 
under Prof. Tage Kemp. Inquiries on detailed aspects of 
human heredity should be addressed to the Centre at 
14, Tragensvei, Copenhagen North. 

Prof. F. A. E. Crew, of Edinburgh University, in out- 
lining the history and activities of the International Centre 
the other day, said that the Centre was opened in London 
in 1939 under the title of the Bureau of Human Heredity. 
The idea of forming such an international centre for the 
exchange of information on the subject came from Dutch 
geneticists at the International Congress of Genetics in 
1930. During the war the Centre carried on under diffi- 
culties—at one period the staff worked in the caves at 
Chislehurst—but a survey of the whole field of genetics in 
relation to cancer was completed in collaboration with the 
Department of Medical Genetics of Ohio State University. 
The material was published in the form of a preliminary 
report by Fritz Blank’ and a summary by Dr. Anthony 
Feiling.* The work on cancer included occupational 
cancers and chemical and physical data on irritants, hor- 
monal imbalance, and coexistent disease. Racial data have 
proved of great value, and the Bureau organized a large 
statistical division. Among other things the Centre has 
compiled a synonym index, with definitions. Ultimate 
responsibility for the International Centre rests with the 
Human Section of the International Congress of Genetics, 
and it is this group which at the next meeting of the Con- 
gress will decide its future. The need for international 
financial support is emphasized. 


DERELICT FAMILIES 


Ihough the methods of anthropology were being applied 
to the study of our own culture before the war, sometimes 
in a misleading and even politically biased manner, little 
was revealed about that tenth of the population whose 
families are unable to adapt themselves to modern civiliza- 
tion. The mass evacuations in wartime brought to light 
the existence of large numbers of people who are habitually 
filthy, lousy, and feckless. They are the slum dwellers of 
town and country, and their particular characteristic is that 
when they are transferred to better conditions they are 
unable to change their ways of living : they create another 
slum in their new abode. Chronic ill-health afflicts them, 
and consequently the wage earners are usually fit only for 
casual labour. Low wages combined with prodigal expendi- 
ture on cigarettes and the cinema and, to a less extent, on 
drink lead to constant indebtedness ; bills and pawn tickets 
accumulate like autumn leaves, and a summons to appear 
at the magistrate’s court is a common occurrence. In their 
derelict and insanitary homes the drains are often choked, 
windows broken, and banisters long ago thrown on the 
fire. Father and mother (who is often pregnant) and the 
children (who are often enuretic) sleep in one bed. In 
the daytime the children play in the streets, running in at 
irregular hours for scraps of food ; at night they go to bed 


1 Archives of Surgery (1944), 49, 301, Chicago. 
# Nature (1945), 155, 487. 
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late. Family discipline consists of alternate bribes ang | 


cuffs—“ Chaos umpire sits . . .” 


proportion to their numbers. They breed prolifically ; the 
negative correlation between the intelligence quotient of 4 


i 
The cost of these people to the community is out of al) | 
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child and the size of the family:to which he belongs was i 


discussed in these columns on Feb. | (p. 185) ; in additior 
the children’s education is so defective that they have little 
opportunity to develop their inborn faculties. Moreovey. 
large numbers of juvenile delinquents come from these 
homes, and, as Lord Templewood pointed out in a speech 
at Cambridge University recently, juvenile delinquency js 
the fundamental problem of crime, for the young mos 
easily become recidivists ; men and women of mature age 
do not as a rule become criminals. 

Merely rehousing such families is a waste of time ang 
money ; they require re-education, and so encouraging were 
the results obtained by the Pacifist Service Units! during 
the war that it is proposed to extend the work. The 
Family Service Units, from whose chairman and honorary 
treasurer we publish a letter on page 271 of this issue, is a | 
service formed from various organizations to take over 
and co-ordinate the work already being done in Liverpool 
and Manchester and then to extend it to London. Imme- 
diate results are not expected, for the fruits of education. 
even in the best material, are slow to ripen, and nothing 
but complete re-education is of value. However, by per. 
sistent and personal endeavour it is hoped to prevent the 
decay spreading,-.to shore up the ruins, and gradually to 
adapt these families to a civilized way of life so that in 
generation or two they will no longer exist. 








JOHN HATTON, OF BATH 


Mr. John Hatton has now retired from the office of Spa 
Director at Bath, which he has filled with such distinction 
and ability for 36 years. Not only did he promote the 
efficiency and amenities of Bath as a spa, but he always 
strove to the best of his ability to implement the ideas ot 
his medical colleagues and further their interests. The 
British Medical Association owes him a debt of gratitude 
for all the hard work which he put in on the occasion o! 
the Annual Meeting in 1925, which was a conspicuous suc- 
cess, and since then he has been the mainspring of the man) 
important and successful conferences, both medical and 
those of other professions, which have been held in the city. 
Visiting doctors and their patients always found in Mr. 
Hatton a friend, anxious to give them all the help and 
information in his power, and everyone who has been in 
any way concerned in the public life of Bath will miss him 
sadly. His services, however, were not confined to local 
interests, for as chairman of the Spa Federation he did 
much to raise the status and reputation of British health 
resorts. Recently, in collaboration with Capt. . Cox. 
R.N.(ret.), registrar of the Royal National Hospital for 
Rheumatic Diseases, he has compiled a report on the future 
organization of hydrotherapeutic treatment in Bath which 
is a document of outstanding merit. He has now been 
elected vice-president of the Federation, so can continue 
his interest in and give the help which he is so well quali- 
fied to afford to British spas. His successor at Bath is 


—— ee 
- . . 


Mr. Boddington, of Buxton, who can be relied on to uphold © 


the high tradition established by John Hatton, for whom 
all his friends wish every happiness in retirement, 





The next session of the General Medical Council will 


open on Tuesday, Feb. 25, at 2 p.m., when the President. © 


Sir Herbert Lightfoot Eason, will take the chair. 
Pacifist Service Units. 1945. 
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. and, later, Dr. Lehfeldt of the London Hospital. 
it is believed, were on the medical college staff and not on the. 
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PHYSICS IN MEDICINE 


BY 


prof. F. L. HOPWOOD, Dr. J. READ, Dr. F. W. SPIERS, 
and Dr. C. W. WILSON 


This is a summary of four papers read at the September meet- 
ing of the Hospital Physicists’ Association. The discussion was 

ompted by the recent publication of an American volume, 
Medical Physics, which, by its comprehensive scope and list of 
contributors, suggested that physics played a far more important 
part in American than in British medicine.' However, the 
wider service to medicine which physics can provide is recog- 
nized in a recent leading article in the British Medical Journal,” 


which states : “ At present the application of physics to medicine 


is limited to radiology, the electrocardiograph, and the electro- 
encephalograph in diagnosis, and the somewhat empirical use 
of various forms of radiant energy in treatment; but it is 
highly unlikely that these represent more than a fraction of 


- the contribution physics might make to human biology.” This 


medical opinion, which recognizes that the possibilities of 
physics in medicine are very much wider than the present 


“\ almost exclusive concentration on radiotherapy by x and radium 


radiations, is widely held by hospital physicists, and has been 
admirably expressed by Prof. W. V. Mayneord.® The most 
natural extension from this field would be the physics of 
diagnostic radiography, and of therapy by infra-red and ultra- 


. violet radiations, and high-frequency currents, though there 


are probably many spheres of medical research in which 
physical measurement can play’ an important part—as illus- 


' trated, for example, by the recent research by Rundle and 


Wilson‘ upon the eye signs exophthalmos and ophthalmoplegia. 


Historical 
The almost exclusive restriction of physics to radiotherapy 
can be understood from a study of its development in hospitals. 
The employment of physicists in the London hospitals and 
medical schools is a comparatively recent innovation. Early 


» in the history of medical schools the lectures in all subjects 


were given by medical men. At Bart's the first subjects taught 
by specialists were chemistry and biology. Some time in the 


‘1880's Donald MacAlister, later Vice-Chancellor of Glasgow 


University, was appvinted Demonstrator in Physics. He was 
succeeded by the late Dr. Womack, immediate predecessor of 
the present Professor, F. L. Hopwood. Contemporary with 
Womack were Dr. Fison of Guy’s, Dr. Stone of St. Thomas’s, 
All of these, 


hospital staff. It seems that the first professional physicist to 
take up a hospital] appointment was the late Major Phillips, 
Honorary Physicist to the x-ray department of the Cancer 
Hospital for some years prior to 1914. Prof. S. Russ, on 
telinquishing a Beit Fellowship, became Physicist to the 
Middlesex Hospital. later head of the physics department of 
the Middlesex Hospital Medical College and Honorary Physicist 
to the hospital. Prof. Hopwood was, in 1919, one of the first 
physicists to become a paid member of the staff of a London 
hospital. He had been Demonstrator of Physics at Bart's from 
(906, and an Honorary Clinical Assistant in the x-ray depart- 
ment, 1914-15. The immediate reason for his appointment was 


the contemplated development of deep x-ray therapy, and this | 


was reinforced almost immediately by the establishment of a 
radium research department to use radium recovered from war 
appliances and lent to the Medical Research Council by the 
Government. Somewhat later Prof. W. V. Mayneord was 
appointed Physicist to the Cancer Hospital, and subsequently 
such appuintments at hospitals with large radiotherapy centres 
and at the National Radium Centres have become. general. 
From the first all hospital physicists have been concerned 
mainly with the x-ray and radium departments, and to a less 
extent with the electrical and ultra-violet light departments. 
Prof. Hopwood, especially interested in units and standards, 
became secretary of the British X-Ray Unit Committee, while 
Prof. Russ became the first secretary of the Radium Committee 
of the Medical Research Council, the Radium Commissiwn, 
and the British X-Ray and Radium Protection Committee. In 
those early days mercury interrupters, induction coils, and 
Lodge valves were general, and clinical dosage was based upon 


the Sabouraud pastille, Kienbéck photographic” strips, . milli- 
ampere-seconds, and milligramme-hours. The contrast. with 
to-day. is striking. It is probably not too much to claim that 
the present international units for x-ray and radium dosage, and 
the international recommendations for x-ray and radium pro- 
tection, are due chiefly to the labours of the respective British 
committees. 


Routine, and Development Work of the Physicist in Hospitals 
and National Radium Centres 

The use of x-ray and radium equipment has so far made 
the most direct claim on the services of the physicist: He 
must ensure its physical perfection and detect aberrations 
before they have affected treatments. The electrical and 
radiation protection of patients and staff, and supervision of 
the care of radium needles and tubes and their recovery if lost. 
are his responsibility. He has developed convenient apparatus 
for the measurement of x-ray and gamma-ray dosage, with 
which the output of x-ray tubes and needles can be calibrated, 
and with the aid of substandards should be able to hold his 
accuracy near that of the standards of the National Physical 
Laboratory. 

This accuracy is the foundation of control of radiation dosage. 
and on it have been elaborated methods of computing and 
mapping the extent of the field of “ tumour-lethal ” dosage with 
respect to the tumour and its site. This field is as important in 
a radiation treatment as the operation field in a radical surgical 
excision, and is equally relevant to the question of the patient’s 
survival. From a study of cases of frequent occurrence the 
best arrangement of beams can be chosen, the methods 
standardized, and the radiation field computed initially for 
future routine use. Other cases may require individual study. 
Here particularly the physicist must have sufficient acquaint- 
ance with the anatomy and the nature of tumours to collabor- 
ate understandingly with. the radiotherapist. This knowledge 
is best gained by first-hand clinical contact, and both can profit 
much from the partnership; the physicist must relate his 
calculations and measurements to actual lesions and medical 
practice, while the radiotherapist modifies his technique towards 
the more precise ideas of the physicist—so far as human 
anatomy will allow. The construction of radium moulds with 
physical measurements to ensure the realization of the desired 
dose distribution, the determination of dose in interstitia) radium 
therapy, and the planning and assessment of x-ray and radium 
beam treatments require the closest collaboration of physicist 
and radiotherapist. 

In addition to clinical work, work of a developmental or 
semi-research nature is an important function of the physicist. 
Apparatus has been developed for a great variety of purposes— 
to hold constant the x-ray output of a tube, to measure dose 
rate and integrated dose under a variety of circumstances, to 
give mechanical aid in the computation of dose and the summa- 
tion of radiation fields, beam-direction devices, callipers, jigs, 
etc. Empirical techniques have been investigated. and improve- 
ments suggested—e.g., the needling of the larynx and radium 
treatment of the cervix. 

Although, for the reasons outlined, the physicist’s work is 
largely confined to radiotherapy, in a general hospital requests 
for assistance in other fields are received from time to time. 
A few random examples are: the supply and calibration of 
thermocouples for measurement of the rate of recovery of 
defective circulation of a limb after sympathectomy, and of 
skin temperatures following other neurological experiments ; 
the installation of monochromatic illuminants for use with the 
slit microscope in the eve department; assistance with the 
polarimeter used to test the purity of insulin compounds ; the 
development of pressure gauges to test the recovery ef normal 
function in patients operated upon for cleft palate ; apparatus 
for the drip method of blood transfusion, and for aspiration of 
bladders and wounds ; sound insulation of Wehnelt interrupters ; 
investigation of the protection of goggles from ultra-violet light ; 
and measurement of the heating produced by diathermy. 


Teaching 
There are advantages in the use of physicists directly con- 
cerned in radiological work as teachers of physics courses for 
the diplomas in radiology. The practical background of the 
physics of radiology is thus assured, and the first step taken 
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in the collaboration between radiologist and hospital physicist 
which is so desirable later. It is also desirable that the medical 
student should have a better acquaintance with the applications 
of physics to medical work than can usually be gained from 
the pre-clinical course, and the University of Leeds now pro- 
vides a short course of lectures on the uses in medicine to 
which physics can be put. The practical experience of hospital 
physicists is also an advantage in the teaching of physics to 
student radiographers and physiotherapists. 


Research 


The attractiveness and efficiency of any physics department 
depend on the atmosphere and facilities for research. The 
Goodenough Committee contemplates that in a medical college 
the members of the staff should for half their time be free to 
pursue research. However, though the implementation of the 
Cancer Act is bound to exert a profound influence on the role 
and status of the hospital physicist, a former Minister of Health 
has stated that it is mot the function of the authorities 
responsible for administering the Act to undertake research. 
There is thus a probability that only at some of the cancer 
centres will any research be undertaken. It is difficult to draw 
a sharp distinction between research and development. A great 
deal of valuable work, perhaps more of the nature of the latter, 
has been done in radiotherapy centres, but there has been some 
work of a fundamental character. The provision of ad hoc 
solutions for the succession of practical difficulties which arise 
in a radiotherapy department, or the development of techniques 
or appliances at the request of the radiotherapist, should not be 
regarded as research. Rather it is the investigation of a 
problem freely chosen by the individual to satisfy his own 
curiosity, and followed wherever it leads. There is little danger 
that such problems will not be related to the work of the 
department in which the physicist is employed, and without 
the freedom of choice the best men will not find the work 
attractive. 

If time and facilities were available much could be done 
in a radiotherapy department in tracing the chain of events 
between absorption of ionizing radiation and the biological 
effects produced, and this need not necessarily involve elabor- 
ate experimental work, as there is a considerable amount of 
knowledge regarding the processes of absorption of radiation, 
the energies of the electrons produced, the distribution of ions 
along their tracks, and the dependence of a number of bio- 
logical effects on this ion density, which needs sifting, analysing, 
and studying with special reference to its implications for radio- 
therapy. Many profitable researches, not requiring great space 
or equipment, could be undertaken at radiotherapy centres, 
such as cloud-chamber studies, or chemical and colloid effects 
of radiations; while the availability of induced radioactive 
chemicals will open to the hospital physicist a wide oppor- 
tunity of collaborating in the study of therapy by these 
chemicals, or in the study of physiolcgy. 

However, many recent physical developments likely to have 
great importance in medicine require space and apparatus of 
considerable magnitude and knowledge of special techniques. 
There are machines for the production of beams of the heavier 
ionizing particles—protons, alpha particles, etc.—notably the 
cyclotron or ion tube energized by a high-voltage source such 
as a Van de Graaff machine. These beams may possibly be 
used directly in therapy or indirectly to produce supplies of 
induced radioactive chemicals or neutron beams. The betatron 
is being developed in the U.S.A. to give x rays corresponding 
to exciting voltages of 100 million volts, while other methods 
are proposed which should give electron beams of very great 
energy, able to penetrate to the deepest tumour, so that perhaps 
the electron beam itself may be used in therapy, rather than 
x rays produced by the electrons. Radar research has developed 
means of generating and transmitting radio waves of very short 
wave-length—the order of centimetres—of energy vastly greater 
than has so far been available in these wave-lengths. Nut only 
may such waves be superior for the customary purpose of 
diathermy, since heat could probably be far better localized 
than is possible in the case of longer waves, but it is also likely 
that resonance of complex molecules will occur, with an 
associated biological effect. Lastly, the electron microscope 
provides a means of “ seeing” biological structures far smaller 
than the resolution of the optical microscope permits. 





~ 


A noteworthy point concerning these developments js thar 
certain techniques are common to several—e.g., high-vacuum 
technique, high-voltage technique, the generation and trang. 
mission of high-frequency oscillations, the focusing of ion or 
electron beams, and so on. This suggests that it would be 
better if they were all tackled centrally, at a Radiologica) 
Research Institute, by a team of men, each a specialist in One 


of these techniques, rather than each separately at a differen; - 


institution. Such an institute could also undertake the task of 
the development of more reliable and serviceable x-ray ang 
associated equipment, and investigate desirable standardizations 
Many industries have each established a research institute, ang 
there seems good reason why the British x-ray industry should 
co-operate with the various interested medical bodies for a like 
purpose. Such an institution should have a hostel attached, g, 
that visiting research workers could spend six months OF a0 
pursuing particular researches with the aid of the induceg 
radioactive chemicals or other tacilities of the institute. Hospitai 
physicists should spend a period, from time to time, at the 
institute, assisting in the work, and so return to their hospital 
abreast of the latest developments and stimulated by association 
with the other workers there. In addition, a hospital physicis, 
of wide experience should be appointed to the staff of the 
institute, to provide a close liaison between the institute ang 
the hospitals, and indicate from his experience what techniques, 
etc., are feasible for routine hospital use. 


Summary of Points Raised by the Four Speakers 


Physics could play a much wider and more valuable part in 
medicine than at present, as it is now largely concentrated on 
radiotherapy. 

The extension of physics into other branches of medicine ip 
a genetal hospital is frequently hindered by points of administra- 
tion and habit, which are due to the historical close association 
of radiotherapy and physics. 

To be fully effective the physics in a general hospital should 
be the responsibility of one physics department, directed by a 
physicist under the general control of the hospital committees. 

In order to serve all departments, rather than the radiotherapy 
departments alone, commensurate staff and laboratory and 
workshop facilities would be necessary. A common. defect 
in the organization of physics in a hospital is failure to ensure 
that the physicist spends his time on work of the calibre for 
which he is paid, by providing adequate clerical, laboratory, 
and workshop assistance to cope with the mass of odd jobs 
that continually arise. _ 

Research provides a worth-while stimulus, and those per: 
mitted to do resgarch work should. have freedom in their chypic¢ 
of problem and in its development. 

The large-scale physical developments of great promise in 
their application in medicine would be best served by a research 
institute, with a staff of specialists in the different techniques 
involved. The x-ray industry should co-operate, so that the 
institute could also undertake research into the improvement 
of x-ray and associated equipment, and any desirable standard- 
ization. 
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By a new rule of the General Nursing Council for Scotlané 
assistant nurses who had received training for the State Register ané 
had passed the preliminary examination before they were admitted 
to the Roll of Assistant Nurses will have their course shortened by 
at least six months if they again start training for the State Register 
This concession, which shortens the normal course of three years 
training to two and a half years (or less in cases where the Gene 
Nursing Council permit), is confined to Scotland. In both Scotland 


and England, however, men and women who have had two yeals 


experience of nursing in a hospital under the supervision of f 
nurses in the Services, the Civil Nursing Reserve, or other organiz 


tions can also apply to have their course of training for fe 


registration shortened to two and a half years. Assistant nurse 
who want to take advantage of this new concession should apply 
before they resume their training, to the Registrar of the Genera 
Nursing Council for Scotland, 5, Darnaway Street, Edinburgh, 3. 
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LLOYD ROBERTS LECTURE BY SIR JAMES CHADWICK 


The Lloyd Roberts Lecture of the Medical Society of London 
was delivered on Dec. 16 by Sir James Chadwick, of the 
University of Liverpool. It was Sir James who in 1932 
demonstrated the existence of the neutron, a discovery which 
made an essential contribution to the later release of nuclear 
energy. He took as his subject “ Atomic Energy,” dealing in 
the first part of his lecture with the nature and control of the 
fission process, by which energy is released, and in the second 
with its applications in medicine and biology. A summary, 
necessarily condensed, is published below. 


The Fission Process 


Sir James began by pointing out that the designation “ atomic 
energy” lacked precision in that the energy of any fuel was 
latent in the atoms concerned. The characteristic of “ atomic 
energy” was that it originated in the nucleus of the atom. 
Processes had been found which could cause a disruption of 
the nucleus and a rearrangement of the particles which consti- 
tuted it; and this rearrangement resulted in the release of a 
large amount of energy. For a chain reaction, analogous to 
the lighting of a fire, it was necessary that the particles emitted 
should be of the same kind as those that initiated it, and in 
sufficient numbers to affect neighbouring nuclei. The fission 
reaction which opened up this possibility was discovered early 
in 1939 by Hahn and Strassmann. 

In this process a neutron was captured by a nucleus of 
uraniym*”’, forming a nucleus of uranium in a highly excited 
state. This immediately divided into two nuclei of roughly 
equal mass, and at the same time some | to 3 neutrons were 
emitted and some gamma radiation. The fragments flew apart 
with great speed, and in their passage through matter this energy 
was transformed into heat. They were unstable and might 
pass through a series of transformations, emitting beta particles 
and gamma radiations, before reaching a stable configuration. 
The important aspects of the process were, first, the great 
amount of energy released, and, second, more than one neutron 
was emitted in the fission. 

In spite of this last fact, however, natural uranium was 
unable by itself to sustain a chain reaction. The reason was 
that the common isotope uranium*** underwent fission only 
when the bombarding neutrons had a high energy. It was 
4ranium*”*, present only to the extent of 0.7%, which- was 
particularly susceptible to fission. In order to make a small 
and efficient system which would sustain a chain reaction it 
was therefore necessary to undertake the difficult operation of 
separating uranium*™* from ordinary uranium. For those pur- 
poses, however, which were of interest in biology and medicine, 
the limitation of size was of small importance, and it was 
possible by a special device to build an atamic reactor which 
used natural uranium. 


Maintenance and Control of Reaction 


To make the reaction self-propagating, Sir James pointed out, 
it. was necessary to limit the number of neutrons which were 
lost to the reactor—whether from physical escape, due to either 
the fissile material or the system as a whole being of too small 
size, or by absorption of neutrons by other materials which 
did not undergo fission. For peaceful applications it was neces- 
sary in addition to control the reaction so that the release of 
energy was not only continuous but took place at a pre- 
determined rate. 

Maintenance of the reaction was achieved with natural 
uranium by making use of the fact that slow neutrons were 
much more effective in producing fission in uranium*™* than 
were fast neutrons. Slowing down was achieved by causing 
them to collide with light atoms, such as hydrogen, deuterium, 
helium, carbon, etc., a proportion of the initial energy of the 
neutrons being transferred at each collision. The only two 
“ moderators ” which had been successfully used were deuterium 
in the form of heavy water, and graphite, which was relatively 
cheap and abundant. The working margin, as regards loss of 
neutrons, was small, however, and some tons of uranium and 
graphite were therefore required. 


Control depended on a delay, averaging a few seconds, 
in the emission of a very small fraction of the neutrons. 
The essence of control was therefore to make the assembly 
only a very small degree above the critical size for the main- 
tenance of the reaction. The contribution of the “ delayed 
neutrons” was then necessary, and the control devices were 
given time in which to act and take charge. Instruments were 
used to measure neutron density and power level, and control 
effected by the mechanical movement of rods made of cadmium 
or boron, both of which absorbed slow neutrons very strongly. 

The power level was limited by the rate at which heat could 
be removed, and by the physical and chemical properties of the 
materials. It was a point of some importance that, whereas a 
large graphite pile dissipating some hundreds of thousands of 
kilowatts was required to produce plutonium in the amounts 
needed for reactors, a pile of only a few thousand kilowatts, 
which could be cooled by air, was sufficient for all general 
scientific purposes, including medicine and biology. Peaceful 
applications could thus be pursued without setting up a plant 
to produce weapons of destruction. 


Applications in Medicine and Biology 


There were various ways, Sir James proceeded, not all of 
equal importance, in which such a pile could be used in 
medicine and biology. 


Direct IRRADIATION 


By making a channel in the concrete wall enclosing the pile, 
a beam of neutrons and gamma rays could be allowed to 
escape. The latter alone were. equivalent to those from a 
few tons of radium.. These could be used for experimental 
purposes, both physical and medical; but had probably very 
little value for any therapeutic applications. 


PRODUCTION OF RADIOACTIVE SUBSTANCES 


These could be produced in either of two ways: 

(a) Utilization of Fission Products——The fission products 
from the uranium nucleus were themselves radivactive. Since 
fission took place in a variety of ways, and could lead to a 
whole series of transformations, a wide variety of radioactive 
isotopes was produced from zinc to the heavier rare earths, with 
the majority in the region of barium and strontium. The 
amounts, measured by radioactivity, were so large that it might 
not be practicable to deal with the main bulk. 

(b) Preparations of Radioactive Isotopes.—Radioactive iso- 
topes of nearly all the elements could be made by inserting sub- 
stances into the pile for neutron bombardment. By absorbing 
surplus neutrons the substances inserted were assuming part of 
the function of the control rods. The amount of radioactive sub- 
stances which could be so produced depended on several factors, 
but on the average were at least a thousand times greater than 
with the largest cyclotron. The latter, however, offered more 
variety, since protons, deuterons, and alpha particles could all 
be used as bombarding particles, as well as neutrons. The total 
number of known radioactive isotopes was about 450. 

There were three main uses of radioactive substances : 


(1) GENERAL USE IN RADIOTHERAPY 


There was a possible general use in radiotherapy, as an alter- 
native to radium and radon, both in beam therapy and also in 
interstitial and intracavitary therapy. 

If the hundreds of curies of mixed fission products yielded 
daily by the pile were separated from the uranium metal in 
which they were formed. highly concentrated sources of radia- 
tion could be prepared which would be very suitable to replace 
radium in teleradium therapy. Alternatively, small blocks .of 
uranium metal could be irradiated in the pile and used with- 
out separation. The source would not be so concentrated, but 
the dangerous and costly separation process was avoided. In 
addition, both cobalt®® and tantalum’**, which were suitable 
substitutes for radium in beam therapy, could be prepared in 
sufficient quantity; while for interstitial and intracavitary 
therapy several of the radio-elements would be satisfactory 
substitutes. A single pile of a few thousand kilowatts should 
produce enough material to treat at ‘east 10,000 cases a year 
and to maintain several large beam units, as well for tele- 
radium therapy. It should thus provide for all requirements. 
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(2) SELECTIVE IRRADIATION 


This type of action, on specific cells and tissues, depended 
on the selective absorption of suitable radioactive isotopes. 
For this purpose the chemical and physiological properties of 
the substance were of first importance, since these determined 
the selective absorption in the tissues which it was desired to 
irradiate. Further, an isotope which emitted beta particles of 
low energy would in general be desirable in order to limit the 
action to those specific tissues or cells. So far only radio- 
phosphorus and radio-iodine had been proved of therapeutic 
use. 
Radio-phosphorus had been found very effective in the 
treatment of polycythaemia, useful in the case of myelo- 
genous leukaemia, and of no apparent advantage whatever for 
lymphatic leukaemia. In polycythaemia, doses of 2 to 4 mc. 
vf radio-phosphorus caused disappearance of the symptoms 
and enormous relief to the patient, and remission might last 
for two years without further treatment. In myelogenous 
leukaemia results with some 150 patients had been fairly good. 
Growth was restrained to some extent, symptoms lessened, and 
there was less radiation sickness than with conventional x-ray 
treatment. On the other hand there was some difficulty in 
arriving at the correct dose, an indefinite hazard from the effects 
of the radiations, and life was not prolonged by more than a 
few months at most. 

Radio-iodine had been shown to be effective in the treatment 
of overactivity of the thyroid, and of a particular but rather 
unusual form of thyroid cancer. Because of the great avidity 
of the thyroid for iodine, especially when overactive, the radia- 
tion could be placed within the cells which it was desired to 
irradiate. About 50 cases of hyperthyroidism had been treated, 
and in 80% the disorder had been controlled, although the 
duration of remission was not yet established. In the case of 
carcinoma only a small fraction of thyroid cancers picked up 
iodine preferentially, and the more malignant the tumour the 
less was the possibility of affecting it with radio-iodine. 

On the whole, Sir James summed up, the results of this new 
method of selective irradiation might appear disappointing. It 
must be remembered, however, that the method was still in its 
infancy, and that its development and scope had so far been 
limited. 

(3) Use as “ TRACERS” 

Chis last, Sir James suggested, was the most promising 
medical application. Radioactive isotopes of normal chemical 
elements, he pointed out, had exactly the same chemical 
properties as the usual forms, so that if a radio-isotope was 
mixed with a sample of the same element it would accom- 
pany the stable form through any series of chemical processes, 
however complicated, and could always be recognized by its 
radioactivity. The use of radio-isotopes also increased sensi- 
tivity of detection and estimation by a very large factor, which 
might be important with very toxic metals or drugs; and also 
permitted detection at a distance, without special purification, 
and sometimes without removal from the experimental animal. 
There was also the possibility of a continuous examination of 
the natural accumulation of material. 

The first use of tracer methods was by Hevesy in 1923, when 
he employed a radioactive isotope of lead to investigate the 
metabolism of that element in plants. The first use of artificial 
radioactivity was by Chiew:tz and Hevesy in 1935. They 
investigated the metabolism of phosphorus in rats, using radio- 
phosphorus as a “tracer.” Since then much new and signifi- 
cant information had been secured. some of which could not 
have been acquired by former -methods. 


EMPLOYMENT OF TRACER TECHNIQUE 


There were three general ways in which tracer technique had 
been applied. 

1. Quantitative Measurement of Radioactivity in Samples 
Removed from the Body.—This was the most widely used 
technique, and one applicable to all radio-elements. Radio- 
phosphorus, for example, could be mixed with inactive phos-'! 
phorus and administered mixed with food or as an injection. 
Later, the rat was killed, the various organs and tissues removed, 
complex organic compounds mught be isolated. and the radio- 
activity of particular tissues or compounds measured. Findings 


——_—__. 


covered the distribution of phosphorus to the bones, teeth 
liver, kidneys, etc., as to both rate and amount; conversion 
to cephalin and lecithin; formation of phosphatides ; origin 
of milk phosphorus ; the synthesis of haemoglobin from iron 
and of thyroxine and di-iodotyrosine from iodine ; and many 
similar questions. Complex organic compounds, similarly 
labelled, could also be administered. Thus thiamine (vita- 


min B,) had been labelled by synthesis from radio-sulphm - 


and its fate in the body had been followed. 

2. Remote Detection by Gamma Radiation.—Isotopes which 
emitted penetrating gamma rays could be detected through 
several centimetres of tissue. Their presence in a particular 
organ could then be detected by placing a Geiger-Muller 
counter over the organ. An extensive study of the iodine 
metabolism of the thyroid gland, in both normal and goitrous 
human beings, had been made by this method without surgical 
disturbance. 

3. Use of Photographic Action of Radiations.—Sections of 
tissue under examination could be placed against a photo- 
graphic plate. Areas of darkening corresponded with the 
regions in which the radio-isotope had been deposited. The 
sections could then be stained, and histological correlation 
established. 


EXAMPLES OF Use OF Rapbio-ISOTOPES 


Sir James then proceeded to illustrate by examples the use 
of radio-isotopes towards the solution of particular problems. 

1. Permeability of Membrane of Red Cell——The problem 
here was to explain the fact that, whereas the concentration 
of sodium ions was about twenty times as great in human 
blood plasma as inside a red cell, the potassium concentration 
inside the cell was about twenty times as great as in the plasma. 
To account for the maintenance of this difference, in spite 
of the broadly similar chemical behaviour of potassium and 
sodium ions, and in face of the evident permeability of the cell 
membrane to chloride and bicarbonate ions, it had earlier been 
suggested that the red cell was selectively impermeable to the 
positively charged basic cations. By means of the tracer tech- 
nique Cohn had been able to show, using “ labelled” sodium 
and potassium atoms, that ions of both these elements could: 
in fact penetrate the red cell; and that some other mechanism 
than impermeability must therefore be at work. 

2. Effect of X Rays on Cellular Division —Hevesy had 
shown, using radio-phosphorus as indicator, that x rays 
inhibited the formation of desoxyribose nucleotides from 
ribose, both in growing and in full-grown tissues—this con- 
version being one of the changes involved in the preliminary 
stages of mitosis. The greater part of the inhibiting reaction 
disappeared within a few hours of irradiation, and full-grown 
tissue had time to recover. 

3. Blood Transfusion —Some interesting examples of tracer 
technique were afforded by work carried out in the United 
States during the war in the study of surgical shock, and the 
development of methods for the preservation of whole blood 
for transfusion. 

Two different forms of radio-iron were available: Fe with 
a half-life of 4 years, and Fe** with a half-life of 44 days. Both 
were used, one to label the red corpuscles of the recipient, and 
the other those of the donor, and they were distinguished by 
the difference in rate of decay. This device enables impor- 
tant investigations on the interaction of blood types to be 
carried out. These had clarified some points in blood trans- 
fusion, and had proved to have applications in certain situations 
in childbirth as well as in surgery. 

In addition, important and direct evidence was obtained 
on the potency of blood after various periods of storage when 
admixed with various suggested preservatives. It was by means 
of this method that the U.S.A. standards of blood storage were 
established. 

Conclusion 


“It can hardly be questioned,” Sir James concluded, ~ that 
the development and wider use of this technique will bring 
rapid and remarkable progress in our know!edge of the funda- 
mental chemical processes of the body, and in our knowledge 
of health and disease. To derive the full benefit from this new 
method we must have ample supplies of these radioactive 
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materials. A single pile of moderate power would be able on the nature of the research and the circumstances of the applicant. 


to supply all the tracer elements needed in this country. It 
is essentially a “safe” development of atomic energy, and 
one which, by enabling us to discover quickly more and more 
about the human body, may bring untold benefits in its train.” 








INTERNATIONAL SOCIETY OF SURGERY 


rhe twelfth congress of the International Society of Surgery 
will be held in London from Sept. 14 to 20. Discussions on 
the following subjects have been arranged by the secretariat in 
Brussels: “ Role of Penicillin in Surgical Practice” (Opener, 
Sir Alexander Fleming, F.R.S.) ; “ Recent Advances in Arterio- 
graphy and Venography ” (Opener, Prof. Dos Santos, Lisbon) ; 
“Recent Advances in Vascular Surgery” (Opener, Prof. René 
Leriche, Paris); “ Surgical Treatment of Pulmonary Stenosis ” 


‘ (Opener, Prof. Blalock, Baltimore) ; “ Operative Treatment of 


Fractures ” (Opener, Prof. Danis, Brussels) ; “ Results of Early 
Operation in War Wounds of the Lungs” (Opener, Dr. Bastos 
Ansart, Barcelona) ; “ Results of Heparine in Surgery ” (Opener, 
Dr. Crafoord, Stockholm) ; “ Role of Vasodilatation in Arterial 
Disease” (Opener, Dr. Diez, Buenos Aires); “ Skin Defects : 
Their Repair by Flaps and Free Skin Grafts” (Opener, Prof. 
T. Pomfret Kilner); “Recent Progress in the Treatment of 
Burns ” (Opener, a Russian surgeon). 

Members of the society who wish to take part in these dis- 
cussions should send their names to the Secretary, Mr. H. W. S. 
Wright, M.S., F.R.C.S., 9, Weymouth Street, London, W.1, or 
to the general secretary, Dr. Leo Dejardin, 141, Rue Belliard, 
Brussels, Belgium. 

The society has a number of vacancies for members in Great 
Britain and Northern Ireland and for surgeons of consultant 
standing. Applications to join should reach the local secre- 
tary (Mr. Wright) as soon as possible. Junior surgeons who 
are not eligible for full membership may be accepted as asso- 
ciate members with all the privileges of membership, except 
that of voting at general meetings. The entrance fee is 400 
Belgian francs, and the subscription, payable every three years, 
is 1,000 Belgian francs. Subscriptions from present members 
should be sent to the British treasurer, Mr. Victor H. Riddell. 
FR.CS., 68, Chester Square, London, S.W.1. 





— >| 





LADY TATA MEMORIAL TRUST 


fhe trustees of the Lady Tata Memorial Fund invite applications 
for grants and scholarships for research in diseases of the blood, 
with special reference to leukaemia, in the academic year beginring 
on Oct. 1. Grants of varying amounts are made for research 
expenses or to provide scientific assistants to senior workers. 
Scholarships are awarded as personal remuneration, and their 
normal value has been £400 per annum for whole-time research, 
with proportionate adjustment for work on a part-time. basis, where 
this has been approved. Applications must be submitted before 
March 31, and the awards will be announced in June. Further 
particulars and forms of application may be obtained from the 
secretary of the Scientific Advisory Committee, 
Research Council, 38, Old Queen Street, Westminster, London, 
§.W.1. The grants and scholarships are open to workers of any 
nationality and in any country in which it will be possible to 
make payments in the coming academic year. The available 
information on this point, regarding particular countries outside 
the British Empire, will be supplied to intending applicants on 
request. 
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LEVERHULME RESEARCH FELLOWSHIPS, 1947 


Application is invited for Fellowships and Grants in aid of research, 
which are intended for senior workers who are prevented by routine 
duties or pressure of other work from carrying out research. They 
are limited to British-born subjects normally resident in Great 
Britain, but in exceptional circumstances the trustees may waive 
the condition as to residence. The trustees are also prepared to 
consider applications from groups of workers engaged upon 
co-operative programmes of research, particularly from _ those 
engaged upon long-distance programmes or in institutions in which 
the normal facilities for research have been curtailed by the war. 
The duration of the awards will not normally extend over more 
than two years or less than three months, and the amount will depend 


c/o Medical . 


Forms of application may be obtained from the secretary, Dr. L. 
Haden Guest, M.P., Leverhulme Research Fellowships, 7, Bedford 
Row, London, W.C.1. Applications must be received by March | 
Awards will be announced in July and will date from September 1. 








Preparations and Appliances 
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A NEW LARYNGOSCOPE FOR ANAESTHETISTS 


Wing-Cmdr. R. L. Soper, senior specialist in anaesthetics. 
R.A.F., writes: 


Most laryngoscopes of orthodox design (Magill, Goldman, 
etc.) have the blade made in “C™ section and the lower (short) 
part of the blade greatly reduces the space for manipulating 
endotracheal tubes. This has been obviated in the Macintosh 
laryngoscope by making the blade “ Z” section—i.e., the lower 
portion of the blade is bent in the reverse direction. However. 
the Macintosh laryngoscope has, in my view, disadvantages of 
its own ; the principle of elevating the epiglottis indirectly does 
not in every case result in a satisfactory exposure of the cords. 
This is so with the large flabby type of epiglottis with which 
one not infrequently meets. Also the curved blade, though in 





most cases allowing a view of the laryngeal opening, some: 
times necessitates a stiffener being placed within the endo- 
tracheal tube to allow this to be manipulated around the curve. 

In my laryngoscope the “ Z” section of the Macintosh instru- 
ment has been retained with a straight blade which is used tw 
elevate the epiglottis in the usual way. The blade is of full 
length and has a tip similar to the Magill except that a slot is 
cut in it. This slot, it has been found, tends to prevent the 
epiglottis slipping off the blade without being in any way 2a 
cause of trauma. 

The new blade is made to fit the standard Macintosh handle 
and may be obtained separately. A small size is also made. 
The manufacturers are the Longworth Scientific Instrument Co., 
Oxford. 








The fourth International Cancer Research Congress will be held 
at St. Louis, Missouri, U.S.A., from Sept. 2 to 7. The Union Inter- 
nationale Contre le Cancer having accepted the invitation of the 
American Association for Cancer Research, the congress will be 
held under the joint auspices of these two organizations, with 
Dr. E. V. Cowdry, professor of anatomy in the Washington Univer. 
sity School of Medicine and director of research of the Barnard Free 
Skin and Cancer Hospital, serving as president of the congress. Of 
the three congresses that have been held previously, the first was in 
Madrid in 1933, the second in Brussels in 1936, the third in Atlantic 
City in 1939. No meeting of the congress has been held during 
the past eight years owing to the war. : 
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Care of Children in Hospital 


Sir,—l have read and re-read with interest and profit the 
lecture given by Prof. Spence on the care of children in hospital 
(Jan. 25, p. 125). 1 am sure it will be of great interest and a 
stimulus to all who are engaged in this important work. Prof. 
Spence has given us much food for thought—so much indeed 
that it would be impossible to comment fully upon it within 
the space of a letter. One hopes that it will be a basis of much 
serious discussion and, if necessary, controversy among people 
who are interested in children’s hospitals. I should like, how- 
ever, to comment on one feature, and that is the “ atmosphere ” 
of a children’s ward, so ably described by Prof. Spence. This 
masterly description should cause serious reflection and per- 
haps give rise to a sense of guilt. The state of affairs described 
by Prof. Spence is unnecessary but often only too true, and I 
would suggest that we, as doctors, are not entirely without 
blame. Too often have we looked upon the sick child as a 
patient presenting interesting clinical features requiring investi- 
gation and treatment. Too often do we tend to forget that 
while the child is in hospital the ward which houses him is his 
temporary home. The child is entitled, while in hospital, to 
have that feeling of security and affection which every home 
should provide. I feel that we, as doctors, can set an example. 
If the doctor will try to make the children realize that he is 
their friend and interested in them as human beings as well as 
patients, then the ward round might cease to be a distraction 
and become an eagerly awaited event. 

There are numerous other ways in which the medical staff 
can contribute to a “happy atmosphere,” provided they have 
an intimate knowledge of the working of a children’s ward. 
Would it be too much to suggest that the medical student 
might acquire some of this knowledge by working on a 
children’s ward during his training in paediatrics—by work- 
ing I mean carrying out nursing duties under the ward sister 
for several days. I venture to suggest that in this way the 
future paediatrician would learn some valuable lessons in 
practical paediatrics. 

Prof. Spence has pointed out the demands made on a nurse's 
time in carrying out the nursing treatment of small children, 
and has stressed the importance of an adequate nursing staff. 
As he rightly says, we do not realize sufficiently the extent to 
which an inadequate nursing staff may adversely affect the 
welfare of sick children. How can we expect a nursing staff 
—whose numbers are insufficient for the job—to nurse the 
dangerously ill child, nurse and comfort the fretful not-so-ill 
child, and nurse, comfort, and entertain the child in the conva- 
lescent stage of its illness? In his lecture Prof. Spence has 
shown one way by which the burden may be lightened. This 
has one disadvantage in that it is not always reliable. Many 
mothers of sick infants have other family responsibilities— 
especially the care of the young children—which they cannot 
lay aside easily. Could his suggestion be carried a stage further 
(or should I say backward?) and the help of expectant mothers 
be enlisted? I have in mind the mother expecting her first 
baby. Her family responsibilities are light, and the experi- 
ence she would gain would be useful in the months to come. 
It might even be the means of avoiding a future case of 
“ mismanagement and feeding error.” 

Another method of easing the burden on the nurses’ shoulders 
would be to cater for the convalescent chiid by providing 
“ diversional occupational therapy.” This once fashionable 
term has fallen into desuetude. Let us revive it in the 
children’s hospitals, but with safeguards. I would suggest 
that every children’s ward should have the services of a 
teacher specially trained in bedside education methods. Such 
a teacher must recognize that her duty, as part of the hospital 
team, is the special care of the child in the convalescent stage 
and to render that stage as interesting, pleasant, and as profitable 
as possible. 

No doubt, Sir, many of your readers have other and better 
suggestions than mine to render more tolerable “the daily 
rhythm of anxiety, wonder, apprehension, and sleep.” To my 


a . 
mind it is most important that the train of thought starteg 
by Prof. Spence should not be allowed to lapse. It is not neces- 
sary to wait for the structural alterations which most of 
would like to see carried out. Let us remember that “ fou, 
walls do not a hospital make”; it is the character and capa- 
bilities of each member of the staff which alone can provide 
the right “atmosphere.” Let .us never be satisfied with am 
improvement we make but always keep in mind that “ achieve. 


ment is but a milestone in the march of progress, the end of ~ 


the journey lies ever ahead.”—I am, etc., 


W. E. Crosse, 
Medical Superintendem 


Sir.—I have read with great interest Prof. J. C. Spence’ 
article (Jan. 25, p. 125) on the care of children in hospital, 
especially the question of nursing, as I am myself faced with 
an incredible shortage of nurses in the babies’ ward, where 
there is barely one nurse for every seven ill babies. I was 
very anxious to try his method of getting their mothers to look 
after them and have surveyed the situation with that view jn 
mind. I found that of eight bottle-fed babies who are in the 
ward at present, the mothers of four have five other children 
to look after at home, the mothers of two are ill in other 
hospitals, another had a partial gastrectomy here the day 
before, and the last baby’s mother is suffering from puerpera) 
psychosis. I envy Prof. Spence in being able to treat babies 
whose mothers can spare all that time for them, but I doubt 
that it is a practicable proposition in most children’s depart- 
ments.—I am, etc., 

Dartford, Kent, 


Chemotherapy of Virus Diseases 


Sir,—May I say that I agree with Dr. W. N. Leak’s letter 
(Jan. 25, p. 160) protesting against the statement in the leading 
article of Dec. 7, 1946, that there is scarcely a hint that viruses 
are susceptible to chemotherapeutic attack? In the case of 
both vaccinia and smallpox viruses there is definite evidence that 
they are extremely susceptible to the action of potassium 
permanganate, which inactivates them even when diluted to 
1: 100,000. This extreme susceptibility to permanganate was 
described and illustrated in the Medical Research Council's 
Special Report, Series No. 98, 1925, and greatly interested the 
late Sir Andrew Balfour for the following reason. During an 
outbreak of severe smallpox in the Sudan the cases had been 
treated with compresses soaked in permanganate and applied 
to the skin lesions with amazingly successful result. The object 
of the doctors was to counteract any secondary infection, but 
Balfour saw at the time that something more than this must be 
involved to account for the beneficial effect. When he read the 
report in question and realized the high degree of susceptibility 
of smallpox virus itself to permanganate, Balfour was more 
delighted than I ever remember to have seen him. The 
pronounced viricidal action of permanganate on vaccinia 
virus in vitro ceases in the presence of glycerin. From this it 
would seem likely that the well-established value of glycerin 
in conserving viruses is due to the protection it affords at their 
weakest point—hypersensitivity to oxidation. Bacteria are far 
more resistant to permanganate than viruses.—I am, etc., 

Molesey, Surrey. M. H. Gorpon. 


A Review of the Dietetic Factors in Liver Disease 


Sir,—While admiring the painstaking effort and industry of 
Prof. 1. J. Witts in summarizing the existing knowledge on 
the above subject, I was a little surprised to read some of his 
categorical statements on the clinical features of acute necrosis 
of the liver (Jan. 11, p. 45). He states, “ Jaundice is intense.” 
Surely one of the most variable features of the condition is the 
depth of the jaundice. Sometimes it is slight in the acute stage, 
and in general experience it is seldom as deep as in cases with 
obstructive jaundice, such as is seen, for example, in carcinoma 
of the pancreas or stricture of the common bile duct. It was 
perhaps for that reason that the old term “icterus gravis” 
long ago fell into disuse. This variability in the depth of the 
jaundice in acute liver necrosis was stressed by my father in 
his Lumleian lectures on toxic jaundice in 1931 (Willcox, W., 
Lancet, 1931, 2, 57). He maintained that the grave signs were 
produced by the liver deficiency, which he ventured to call 


JOHN LORBER. 
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typohepatism. and not to the retention of bile which is an 
associated feature. Nor did he, from his long personal experi- 
ence of these cases, consider oedema and ascites as being 
found in this condition often enough to deserve mention ; 
these two features would surely suggest cirrhosis rather than 
acute necrosis. 1 suggest that Prof. Witts is too rigid with his 
“rigid criteria” of the clinical feature of acute necrosis to 
convince those of us with experience of this distressing disorder. 
Prof. Witts’ definition of “ toxic jaundice” is also confusing. 
Hitherto this term has been popularly used to group together 
jaundice due to toxic hepatitis of all kinds—chemical poisons, 
bacterial infections, various infections (including infective hepa- 
titis), as well as that associated, for example, with spiro- 
chaetosis, relapsing fever, and other infections. They are all 
classified together because the jaundice in all these conditions 
is caused in a similar way, that is, by the toxic effect on the 
liver cells; and from the teaching point of view they fall 
naturally into one group. To confine the term “ toxic jaundice” 
to cover only jaundice due to chemical poisons is heterodox 
and confusing; it is best avoided. Thus we may avoid a 
classification confusing alike to the student and to those with 
a wide outlook on toxic jaundice, who regard the condition as 
one of toxic hepatitis from whatever cause.—I am, etc., 
Windsor. Puitip H. WILLCOox. 


Enlightened Self-interest 

six, —Now that the Negotiating Committee is to be re- 
constituted it is pertinent to emphasize once again that the 
new Health Service affects the different groupings of the pro- 
fession in varying respect and extent. In like manner certain 
of the principles laid down by the B.M.A. will be defended 
or conceded more readily by some sections than others. Why? 
Because they are or are not personally affected. The general 
practitioners are not only the very core of the scheme but are 
most radically affected. The question of the goodwill of prac- 
tice, perhaps the most controversial of the principles, is almost, 
if not entirely, concerned with general practice, and it may be 
argued with force that on this and other grounds the voice of 
the general practitioners should have a preponderating impor- 
tance. Whereupon, no doubt, the purist will object on the score 
that we are considering our own interests rather than those of 
the public we serve. The obvious reply is that the ‘public will 
best be served by promoting that service which will be most 
efficient, and we believe—for many of us laying aside hypocrisy 
still dare to do—that the greatest spur to efficiency is self- 
interest. 

The truth surely is that self-interest and ambition and desire 
for the public good are sco interwoven that it is impossible to 
disintegrate them ; nor are they, properly regarded and blended, 
in any sense antipathetic, but rather complementary and work- 
ing together for the best. Whether the purists or the puritans 
like it or not, the entirely disinterested person is a very rare 
individual indeed—a fact borne out at medical meetings as well 
as elsewhere. It is right therefore that they whose whole future 
will be vitally affected by what is decided should have ap 
equitable and {proportionate voice in that decision. General 
practitioners will not be satisfied to have their case sponsored 
by, for example, the Presidents of the Royal Colleges, nor for 
that matter by those who are part-time consultants, part-time 
general practitioners, and who may look to become whole- 
time consultants. At such a crucial time the true general practi- 
tioner should be fully represented not only on the Negotiating 
Committee but on all the medical councils. Indeed it is not 
too much to ask that at all Divisional meetings the opinion of 
general practice should be sought and obtained by means of a 
special vote.—I am, etc., 

Wirksworth, Derby, E. D. BROsTER. 


System or Person ? 


Sir,—The older practitioners are more solidly opposed than 
those more recently qualified to the restrictive parts of the 
National Health Act. It is not fully realized that for seven 
years no doctor qualified after 1939 had a chance to treat a 
personal patient (private or N.H.I.); each patient was just a 
case under hospital or Service discipline, without considera- 
tion for his or her personality, or home, or family ties, or 
background, or responsibilities. I have yet to meet anyone 


who wishes to be other than a personal patient. Those who 
have been in the Services are unanimous in their dishke of thé 
impersonal outlook. “Oh, the treatment is all right but you 
just don’t count, and nobody worries until you are half-dead.” 
It is interesting that for the most part they do not blame the 
M.O. but “ the system,” though I have heard criticism of some 
of the younger men. 

We are to be paid salaries to control certification. This can 
only mean that the State doctor will not be allowed to céftify 
incapacity as he himself believes right and for the patient’s 
good but to a schedule dictated by a Minister-appointed bureau- 
crat interested solely in keeping the sick fund solvent. Further, 
it implies that the certificate of a private (non-State, personal) 
practitioner will, however honest and accurate, not be valid. 
Enter officialdom, exit humanity.—I am, etc., 

Newton Ferrers, Devon. W. F. BENSTED-SMITH. 


The Plebiscite 


Sir,—The Council of the B.M.A. sent round a plebiscite to 
the members of the medical profession, and we held Divisional 
meetings to discuss this plebiscite and sent our answer, which 
was “No.” The Council decided to abide by the decision of 
the profession not to negotiate with Mr. Bevan, but the Presi- . 
dents of the Royal Colleges then got into touch with Mr. Bevan, 
and as a result the Council have now decided to ignore the 
plebiscite and to negotiate with Mr. Bevan. 

Would it not save a great deal of trouble in the future if 
the B.M.A. Council would take their orders from the Presi- 
dents of the Royal Colleges and so save us the time which 
we have, unfortunately, wasted at our executive and Divisional 
meetings? I am sure that there is no point in having any 
further plebiscites, which will only have to be repeated until 
the Council get the result they desire—I am, etc., 


Camberley. LESLIE HARTLEY. 


*. Neither the Council nor the Representative Body has 
ignored the plebiscite. Both have recognized that the Minister’s 
letter has changed the situation and have responded to that 
change.—Epb., B.M.J. 


Its Happening: Now ! 

Sir,—Had the Act provided a sound Health Service, with” 
the interests of the patient at heart, the profession would have 
co-operated wholeheartedly and there would have been no 
need for a plebiscite about Regulations. Many who abhor 
the political structure of the Act agreed to negotiation about 
details, as they realized that to refuse negotiation would alien- 
ate public sympathy. To the lay Press the results of the 
plebiscite seem to suggest that nearly half the doctors are 
prepared to work the Act as it stands. Unfortunately the 
B.M.A. never put to us that straightforward question, or the 
Minister might have sent his representative along in a taxi for 
the second time. 

The real meaning of the plebiscite is seen in the extraordinary 
number of doctors both jn the public health service and the 
fighting Services who voted “ No.” Those in the public health 
service presumably chose that more sequestered life in pre- 
ference to the hurly-burly of general practice, and can be 
expected to have a fairly intimate knowledge of State medicine. 
But instead of 100% voting for negotiation, more than a third 
voted against the newer and “better” State medicine. Again, 
had the Act been sound one might have expected the Services 
to be 100% in favour, with their freedom from having to send 
bills, collect bad debts, and their assured salary independent 
of work done, etc. The specialists (vide “Surgeons up in 
Arms,” Dec. 21, 1946, p. 960) seem to have had their birth- 
right sold for them by their autocratic Presidents, who would 
also appear to desire to sell the G.P.s’ birthright for the same 
mess of pottage, and will have succeeded unless the B.M.A. 
takes an exceedingly firm line and in return for concessions to 
the Minister insists on amendments to the Act. The G.P.s’ 
voting showed the interesting result that the older they. got 
the more firmly they voted against negotiation about details 
while the structure of the Act remained unsound. Even the 
youngsters voted 925 for, and 1.415 against, but with increas- 
ing experience there were progressively more “ Noes,” until 
those in the oldest group—men who had seen their patients 
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marry, had delivered their children and their grandchildren, 
and had become “ family” practitioners in the true sense of 
the word—voted 2,782 for and 5,249 against. 

Unless the Act is amended what have our patients in store 
from the new Service under the present doctrine that the 
individual exists for the State? Willesden was the opening 
gambit. The recent overriding of a G.P. who was acting on 
the hospital consultant’s advice on diet for a patient is quite 
logical—if one admits the State doctrine. The patient had a 
cancer and would have died anyway, so why feed a “ useless 
mouth” when world rations are so short? The beloved 
physician does his traditional best for his patient. The State 
administrator to whom the patient is merely a “case” does 
-his impersonal duty to the State. Granted the doctrine, what 
use has the State for incurable tuberculous patients? Why 
give them rations needed by the healthy? Indeed, why feed 
the useless mouths of those too old to work? This may become 
a major political problem when, owing to the birth rate having 
fallen during the last decades, there will not grow up a sufficient 
number of adults to support a rapidly increasing burden of 
old-age pensioners. There is nothing illogical in the train of 
thought. Euthanasia for the useless to prevent the diversion 
of rationed food from the healthy and productive may not be 
so impossible as may seem once the State doctrine has been 
forced on us. 

Before 1939 many believed that another war was too ghastly 
to be possible. Such “ realists,” with their heads in the sands 
of their daily round and trivial task, were disillusioned. Many 
could not believe Belsen to be anything but propaganda until 
the irrefutable facts unwillingly convinced them. In 1945 few 
would have thought that the Willesden episode could happen 
here, but it has. It is our Munich, and we have to act now. 
What is the answer? Just that the individual does not exist 
entirely for the State, and the present political measure of 
potential tyranny disguised as a Health Act must be amended 
to give all a first-class Health Service—I am, etc., 


Dereham, Norfolk. E. Puppy 


Medical Certification 


Sm,—I recently issued a patient of mine with a certificate 
stating that he required a “ thermos” flask for medical reasons. 
On presenting his certificate he received the following letter 
from the Board of Trade. 

Dear Sir/Madam, 

I have your application for a “ thermos ” flask permit, with which 
you enclosed a medical certificate. In view of extremely limited 
supplies of flasks, however, the exact nature of the illness must be 
advised; will you please therefore: supply’ this information, stating 
in addition why a flask is essential . . . 


‘ As I was asked to deal with the-matter I replied to the Board 


‘of Trade as follows: 


Dear Sir, 

Reference application for “‘ thermos ” flask permit for Mr. X., of 
Eastbourne, this patient is suffering from myocardial degeneration 
with oedema, cerebral thrombosis, and bronchitis. He is a very ill 
man and his health is failing. He requires an odd hot drink in 
the night, and since his wife is worn out by attending to him ‘during 
the day it seems to me that a “ thermos ” flask is a reasonable request 
and that a permit should be forthcoming immediately. 

I wish to lodge a personal protest: (1) The nature of a patient’s 
illness is a.personal matter, and I am at a loss to see why such 
private details as these should be disclosed to the Board of Trade 
(quotation from your letter: “ the exact nature of the illness must 
be advised’). (2) Doctors these days are overburdened with the 
signing of certificates, forms, etc., and an effort should be made 
to lessen this work—I did not sign the initial certificate either indis- 
criminately or for fun. (3) I cannot understand how an officer of 
the Board of Trade behind a desk in London can possibly assess a 
patient’s condition in Eastbourne. I earnestly plead that steps be 
taken to eliminate this bureaucratic stupidity. 


These details I send you not as a moan from a doctor but 
simply to bring them to your notice in case you are not already 
aware of the situation. My letter alone obviously will do no 
good, but backed by a protest from the B.M.A. it is just possible 
that the Board of Trade might remove their long noses from 
matters which do not concern them.—I am, etc., 


Eastbourne. Basi S. KENT. 


‘must surely be much wider than mine. 


To Negotiate or Not 


Sm,—Contained in the annotation “Plebiscite Secre~ 
(Nov. 23, 1946, p. 779) is the statement: “If the ma 
of the profession say ‘No’ on their plebiscite forms then 
the Minister will have no one else but himself to thank for 
such a refusal to operate the new Health Service Act, because . 
this is what the answer ‘No’ will mean.” Presumably this ’ 
“refusal to operate” implied refusal to negotiate the Regula- 
tions of the Act as it stood and as it stands now. 1 do Rot 
know how closely this statement expressed the intentions of 
the Council, but subsequent events showed that the Coungjj 
was in fact prepared to follow the wishes of the simple majority 
in the plebiscite. 

The more recent decision to reopen negotiations, so 
represented as the result of a more conciliatory attitude of the 
Minister, has restored in the minds of many practitioners the 
old mistrust of the Council’s ability to represent them, ang 
aroused bitter recollections of previous vacillations in policy, 
If in fact the Council's change of tune does bear relation to 
the expressions of personal opinion by the Presidents of the 
Royal Colleges it seems reasonable to point out that these were 
only another three votes to offset the larger majority of “ Noes” 
expressed by doctors with closer associations and deeper know- 
ledge of the public, whose best interests are at the heart of ms 
all. So yet again: 

“. , . the native hue of resolution 
Is sicklied o’er with the pale cast of thought.” 


—I am, etc., 


London, E.C.1. ANTHONY ALMEN? 


Aspiration of Acute Pleural Effusions 


Sir,—I would like to congratulate Dr. E. A. Wood on hp» 
letter (Jan. 25, p. 159) concerning the aspiration of pleural 
effusions. I wish that the indications and contraindications for 
removal were as clearly and correctly stated in all medical 
textbooks. 

In the hospitals I visit I have often found that the M.Os 
have only a vague idea of when and when not to aspirate, | 
do feel, however, that pleural effusion cases should always 
have a small specimen of fluid withdrawn for diagnostic 


purposes.—I am, etc., 
London, N.7. J. WALLACE CRAIG. 
Curare 
— itate~to enter into argument with Dr. Massey 


Dawkins Wan. 18/"p. 111) and Dr. A. J. Gray (Feb. 1, p. 196) } 
on the subject of curare, for their experience with this drug 
At the same time I 
cannot but disagree with Dr. Massey Dawkins over the post- 
operative condition of patients who have been given curare. 
In my small series of cases I can only feel delighted with the 
results, and, on questioning, the nursing staff appear to be 
equally satisfied. Dr. Gray, in his excellent reply, deals 
with the points raised, but perhaps one might be allowed to 
elaborate further. 

With each administration of an anaesthetic agent there are 
well-known difficulties and dangers to be borne in mind, 
avoided, and, less frequently, remedied. When dealing with 
curare the points to be considered are profound muscular 
relaxation with limited respiratory excursion, which together 
lead to some degree of anoxaemia, increased carbon dioxide 
tension, decreased venous return to the heart, and some fall 
in blood pressure. All these are dependent upon the dose of 
curare and the speed with which it is given. Little has been 
written about the rate of administration, although L. Watter 
(1944) reports that in one case a rapid injection of 2 ml. of 
“ intocostrin” near completion of an operation resulted in 
severe respiratory depression. and Lundy (1945) states that 
rapid injection can prove fatal. It would seem wise, then, 
always to inject the drug slowly. As regards size of dose 
there is a wide variation between 9 mg. and 30 mg., in my 
experience, required to produce upper abdominal relaxation in 
adults. The dose should not depend upon the patient's weight 
but rather upon the patient's needs. 
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With larger doses of curare there is considerable limitation 
of respiratory excursion, and it is not sufficient to stand some 

ds away from the patient and observe that he is breathing. 
There comes a time when this breathing is insufficient for the 

tient’s metabolic needs, and so it is imperative, long before 
respiratory arrest is likely to set in, that the anaesthetist inter- 
mittently compresses the rebreathing bag, thereby favouring 
respiratory exchange and avoiding pulmonary stasis. A high 
concentration of oxygen in the inspired gases seems to be 
beneficial, and should there still be shallow breathing at the 
end of the operation one should not hesitate to give prostigmin. 
When breathing has returned to normal, hyperventilation with 
carbon dioxide and air will introduce the inert diluent nitrogen 
into the alveoli and thus help to guard against atelectasis. If 
these precautions are taken in every case then there should 
be no need to worry about respiratory depression during the 
immediate post-operative period and little fear of pulmonary 
complications at a later date. 

Since curare is non-toxic, then in an anaesthetic sequence 
in which it is used one need only consider the slightly toxic 
effects of the small amount of anaesthetic agent required to 
keep the patient asleep. Dr. Gray quite rightly states that 
Crile’s theory has been invalidated. R. T. Knight (1944) goes 
further by saying “ .. . that deep general anaesthesia is more 
damaging and more shock-producing than even the trauma of 
surgery.” Surely. then, the maintenance of light anaesthesia 
is a prophylactic against shock. Light anaesthesia is easily 
maintained with non-toxic nitrous oxide, but 1 do not think 
that this is entirely satisfactory with curare, since the shallow 
breathing associated with the latter tends to increase the 
anoxaemia usually present with the former. 

The majority of the cases in which | have used curare have 
been upper abdominal operations and/or ill patients, and in 
these cases an intravenous drip is often’required before, during, 
and after the operation. “Pentothal” is always used. the 
initial dose being supplemented when rise in pulse rate—a 
sign of lightening anaesthesia—occurs. Usually an endo- 
tracheal tube is passed under direct vision and pure oxygen 
is administered throughout the operation. Under these condi- 
tions perfectly satisfactory anaesthesia and convalescence are 
ensured.—I am, etc., 


Truro, Cornwall. G. V. S. WriGHT. 


Sir,—Dr. Massey Dawkins (Jan. 18, p. 111) has drawn atten- 
tion to three post-anaesthetic complications following the use 
of curare—viz., shock, respiratory depression, and paralytic 
ileus. While these conditions unfortunately do occur, may 
they not be attributed to an overdose of curare—that is, a 
quantity in excess of that necessary to produce the desired 
effect? ' 

At present there appears to be a tendency to use curare in 
dosage sufficient to produce immediate absolute relaxatiun, 
with little regard to individual susceptibility. The latter may 
be of more importance than the weight or physical fitness of 
the patient, and the adoption of a small initial “test dose” 
(5-10 mg. tubocurarine chloride). followed by minimal addi- 
tions, may lessen these complications. I have observed marked 
hypotension following the administration of curare in light and 
deeper anaesthesia—even before the incision has been made. 
This is presumably due to the action on the autonomic nervous 
system in the curare-sensitive subject——I am, etc., 


Lianelly, Carmarthenshire. D. S. JonEs. 


Curare or Magnesium Sulphate ? 


Sir,—We have used magnesium sulphate as a relaxing agent 
in anaesthesia in a few cases with unconvincing results... One 
woman aged 32 was given “pentothal” 0.5 g. followed by 
20 ml. of 25% magnesium sulphate solution intravenously and 
nitrous oxide and oxygen for. appendicectomy. Relaxation 
appeared to be good, but it is difficult to say what part the 
magnesium sulphate might! have plaved in this. A man aged 
38 was given “ pentothal” 0.5 g. followed by 25 ml. of 25% 
magnesium sulphate with cyclopropane and oxygen for repair 
of an incisional hernia of the upper abdomen. In spite of deep 
cyclopropane anaesthesia relaxation was not as good as with 
curare. In another case laryngoscopy and orotracheal intuha- 
tian were. performed without, difficulty jin .a; healthy weman 





aged 24 after “ pentwthal ” 0.5 g. and 20 ml. of 25% magnesium 
sulphate. Laryngeal irritability appeared to be less than after 
“ pentothal ” alone. 

There were no adverse side-effects and respiration was not 
obviously affected in any of the cases. Magnesium sulphate has 
been used to mitigate convulsions in shock therapy,’ and it is 
said to have bronchodilator and antihistamine effects. *‘ 
Anaesthesia has been produced with magnesium -sulphate,’ 
but muscular relaxation appears first. It seems that if 
magnesium sulphate is to be used instead of curare much larger 
doses must be used than the 0.5-1 ml. of 25% solution suggested 
by Dr. W. F. Cooper (Feb. 1, p. 197).—We are. etc., 

GEOFFREY ORGANE. 

London, S.W.1. Ian C. W. ENGLISH. 
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Prognosis of Hypertension 


Sm,—Your contributor writes in the annotation on “ Prog- 
nosis of Hypertension ” (Jan. 25, p. 144), discussing Bechgaard’s 
monograph: “ By hypertension was meant a blood pressure of 
not less than 169/90; the average was 190/110 taken after 
15 minutes’ rest.” 

But although Bechgaard’s material consists of patients who 
had a blood pressure of 160/100 or a systolic blood pressure 
of 18M mm. at the first examination, he defines normal blood 
pressure as being 149/90 mm. He regards people with a 
B.P. of more than 140/90 mm. as hypertonics, even if they- 
be over 40 years of age. He admits that “with this limit a 
very large number of older people (in case of the oldest more 
than 50%) are regarded as hypertonics.” This would hardly 
be accepted by English and American observers, whp regard 
as raised blood pressure in people over 50 a reading of “170/105 
taken under proper precautions.—I am, etc., 


London, $.W.3. Vv. C. MEpvEI. 


Gynaecomastia 


Smr,—It may be of interest to your readers to know that this 
condition is relatively common among lepers, and cases may 
be seen in any large leper colony at almost any time. It has 
been described by Dr. James L. Maxwell in his textbook 
Leprosy: A Practical Texthook for Use in China. It is 
associated with leprous orchitis leading to atrophy of the 
testis. followed by partial or complete sterility. It is com- 
monly a bilateral condition gnd appears to be entirely painless. 
—I am, etc., 

London, S.W.16. 


“ Anaesthesia” or “ Analgesia ” ? 

Sm.—I am not concerned with the polemics of Dr. F. W. 
Roberts (Dec. 28. 1946. p. 1007) and Dr. J. N. Fell (Jan. 18. 
p. 115). but 1 must teke the latter to task for being mis'ead- 
ing, apparently because he thinks anaesthesia is more 
euphonious than analgesia and would make a more charming 
name for a girl than would the latter. The statements he makes 
might cause some members of the profession to think that 
those who chose these Greek words for descriptive purposes 
in their anglicized forms had been guilty of cargless or bad 
selection, whereas this is not the case. 

Dr. Fell states that there is ‘no distfiction between the words 
in Greek ; that distinction does, however, exist in precisely the 
way which is intended in their anglicized forms. Anaesthesia 
(4vatotlystx) is used by Plato as a noun to mean “ want of 
perception,” as meaning “stupor,” and in the same work he 
uses it adjectivally to mean “not subject to the senses” or 
“insensible” ; it is also used as an adverb in Isocrates in an 
exactly similar way. On the other hand analgesia (& vadyn~{(«) 
is used to describe “want of feeling,” and the adjective 
&vk? yntoc to describe “ without pain” ; but let ys discard the 
particle &v and look at the parent words. éis€dvovae and 
&esOnorg are used without exception to describe :“ perception ” 
in one form or another, while &°véw, & yout, and &ryo¢ are 
always used to convey the “ sense of, pain,” “oD 


STEPHEN D. STURTON. 
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I do not think I need to carry the matter further, but I would 
like to remark that spinal “anaesthesia” would be more 
properly described as spinal “ analgesia.” I admit that Liddell 
and Scott quote Demosthenes as having used &va?ynot« in the 
sense of dvascOnolx, but I do not think the compilers of the 
volume (even in their first edition of 1843) had in mind such 
a distinction being drawn ; if they had I am sure they would 
have disagreed with Dr. Fell, who selects this isolated instance 
to make the sweeping statement in his letter. Nowhere in 
Liddell and Scott can I find that “the adjective derived from 
analgesia was used to mean ‘very painful’”; the particle &v 
would necessarily cause it to have precisely the opposite mean- 
ing ; however, my lexicon and I are of a much earlier vintage 
than Dr. Fell and his edition of the lexicon and it may be that 
the translation of the classics is “ sair altered noo.” I am, how- 
ever, ouvraOytexdé¢ with Dr. Fell that he is a Cambridge man 
and has not enjoyed the advantages that accrue in the home of 
Liddell and Scott.—I am, etc., 


Stourport-on-Severn. 


Worcestershire. GILBERT R. A. ARMSTRONG. 


Diet and Canine Hysteria 


Sir,—In further reference to the letter (Feb. 1, p. 200) I sent 
you about a fortnight ago on the above subject it may interest 
your readers to know that I have just received a communication 
from the director of the National Veterinary School at Lyons, 
France. Prof. A.”Brion says that “fright disease ” or hysteria 
has been rife in France, especially in the south. All ages and 
all breeds of dogs seemed equally susceptible. He says, 
further : 

“In France we do not believe there is any connexion between diet 
and canine hysteria. We have observed no reaction caused by the 
feeding of biscuits to dogs . . . and it has been proved in practice 
that the biscuits for dogs which we have had at our disposal were 
not harmful . . . mongrels which received only the scraps from the 
kitchen were equally affected. .. . 

“* These are the arguments upon which we have reached the con- 
clusion that biscuits do not play any part in the cause of canine 
hysteria. In any case, in France flour is not subjected to any 
bleaching or improving treatment. . . . We know only of a poor 
quality flour of 85-90% extraction and (during the occupation) 
no extraction. Therefore our dogs suffering from hysteria eat bread 
made without any addition of chemicals to the flour. . . . That is 
why the work of Sir Edward Mellanby, although very interesting, 
does not explain all cases of hysteria; and, in particular, the cause 
of the French hysteria is quite different.” 


These facts appear to bear great significance and seem to 
show that some other factor in the aetiology remains to be 
elucidated, In addition we do know that a large number of 
dogs in.England subsist entirely upon horse 'flésh, and yet they 
too are not immune from hysteria.—I am, etc., 

London, N.W.11. HAMILTON Kirk. 


Endocrine Receptors 


Sin,—In your editorial review (Jan. 18, p. 96) of the extremely 
valuable paper by Mr. Aleck Bourne (p. 79) on “ Endocrines in 
Gynaecology "—a paper characterized by exceptionally wide 
experience and deep thought—you state, in relation to his 
conception of the reactivity of the organs to hormone stimulus 
(endocrine receptors), that “it seems strange that an idea so 
obvious should not have received closer attention in the great 
mass of work that has poured out in books and journals of all 
kinds in the last two decades.” 

I think that such a comment is probably doing an injustice 
to several endocrinologists. Certainly from my own writings 
I can with ease choose the following brief extracts to indicate 
that reactivity of the end-organs has been considered as play- 
ing an important part in endocrinology, as in other branches of 
physiology and medicine. Thus, in the introduction to Major 
Endocrine Disorders, London, published in 1938, I stated, 
“The reaction of the tissues to hormones, which is variable, 
is also important”; and then, after giving examples, I end 
the paragraph with the sentence, “ The reactivity of the tissues, 
therefore, is an important factor in determining the effects of 
hormone secretion.” In a paper on “Endocrine Therapy ” in 
1939 (Practitioner, 143, 502), I stated, in regard to psychological 


—. 4 


impotence and the failure of testosterone propionate in this 
condition, “ Since these doses are much greater than those that 
are effective in a complete castrate, it would seem that psycho- 
logical processes can not only prevent an endocrine gland from 
functioning (e.g., anorexia nervosa), but can apparently prevent 
a hormone circulating in the blood in supernormal concentra. 
tions from acting on an end-organ.” Finally, in a “ Discussion 
on Exophthalmos” at the Royal Society of Medicine (Pro¢. 
roy. Soc. Med., 1945, 38, 666), | put forward the theory that 
“if it was accepted that the pituitary thyrotrophic hormone 
produced exophthalmos both in Graves’s disease and in the 
exophthalmic ophthalmoplegic group, in the latter the thyroid 
was incapable of responding to the thyrotrophic hormone.” 
I think, therefore, you will agree that the importance of 
reactivity of tissues, or of end-organs, has been emphasized 
in endocrine literature. These statements of fact in no way 
detract from the enormous value of Mr. Bourne’s fundamental! 
observations nor from the usefulness of his term, endocrine 
receptors. May I add that I am very heartily in agreement 
with the views expressed in your leading article as to the need 
for a team of workers with adequate equipment to undertake 
fundamental research in this important field of endocrinology— 
mainly that dealing with the sex hormones.—I am, etc., 


London, W.1. S. L. Simpson. 


Trilene in Labour 


Sir,—I should like to make a few comments with regard to 
Mr. D. M. Stern’s letter (Feb. 1, p. 199). As long as the limj- 
tations of trilene are recognized the drug is, 1 think, a most 
useful addition to the armamentarium of the anaesthetist. | 
have not had-.any personal experience of its uses in labour. 
but general practitioner friends are enthusiastic as to its 
efficiency as an analgesic and its simplicity of administration. 
particularly by means of Freedman’s inhaler, apart from 
cheapness and portability. 

For general surgical procedures I find it a most useful 
adjuvant to nitrous oxide and oxygen in cases where these 
gases by themselves would not be of sufficient potency to 
produce a smooth anaesthetic, while a minimum amount of 
additional trilene is all that is needed in most cases. Trilene 
is relatively non-irritant, so that the introduction of the vapour 
into the circuit produces practically no disturbance of the 
respiratory rhythm, and induction is therefore rapid. This 
factor is, incidentally, of importance in a busy operative 
session. Trilene in small amounts appears to have very 
slight, if any, post-operative toxic effects. Again, its non- 
inflammability makes it a useful anaesthetic agent if diathermy 
is to be employed. But not only is any degree of relaxa- 
tion very difficult to obtain with, trilene, also itis generally, 
recognized that it is dangerous to “ push” the drug. My own 
practice is to decrease the flow of trilene directly an uncom- 
fortable tachypnoea occurs and, if this still persists, to change 
over to ether or some other agent. 

It therefore would .appear likely that to procure the neces- 
sary relaxation a higher percentage of trilene was used in the 
cases of caesarean section quoted than was conducive with 
safety. It would be interesting to know whether there were 
any signs of cardiac abnormality prior to death. I have also 
found trilene most useful for in-patient dentistry. Used nasally, 
as an adjuvant to gas-oxygen, a smooth anaesthetic can be 
procured for a total clearance, allowing the dental surgeon 
ample time for careful and unhurried manipulations, while 
the patient recovers consciousness almost immediately after 
removal of the nose-piece. Bleeding does not appear to be 
increased.—I am, etc., 

Amersham, Bucks. BERYL L. HARRISON. 

Sirn,—Mr. D. M. Stern (Feb. 1, p. 199) has made some 
interesting comments on the use of trilene in midwifery. The 
figures given for mortality in caesarean section are certainly 
alarming—i.e., 5 deaths in 82 cases.) One wonders why its use 
was persisted in after, say, the first 2 or 3 fatalities. 

I have used trilene for women in labour over a period of 
some years and I have not had reason to regret it. Some time 
ago I described my experiences using a Clover or Hewitt’s 
inhaler. Since then a number of correspondents have written 
giving favourable impressions. 


I have used the drug in} 
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ximately 150 cases, and I would say that it is safe if 
the following precautions are taken: (1) An attendant should 
be present during the administration ; (2) it should be given 
only in small quantities if uterine inertia is present ; (3) prob- 
ably it should be avoided if there is evidence of liver damage— 


f am, etc., 


Northallerton, Yorks. D. C. Devirt. 


Endogenous Depression in General Practice 


yin—With reference to the two communications from 
vr. H. 1. Deitch and Dr. P. E. F. Frossard (Feb. 1, p. 208) 
ander the above heading I think it is only fair to point out 
that since early 1945 we have been running out-patient clinics 
at the mental hospital for just this type of case, and have now 
had to increase our clinics to four days per week (two male 
and two female), where electro-convulsion therapy is used on 
an average of about fifteen patients per day. 

Since this out-patient E.C.T. clinic started we must have 
treated some 200 patients with good results. Patients of this 
type appreciate tremendously the fact that they are able to 
obtain treatment without having to enter a mental hospital as 
a voluntary patient, and, of course, but for the day upon which 
they attend, they can continue their normal occupation for the 
remainder of the week. We ask them to have a light tea-and- 
toast breakfast, and stipulate that they must be accompanied 
by someone, owing to a confusion which may well occur after 
treatment. In fairness to other mental hospitals, 1 do not 
‘think the situation here is unique. No single patient has ever 
raised any objection to coming to a mental hospital for treat- 
ment as an out-patient.—I am, etc., 


Bromsgrove, Worcs. A. SHEPHERD. 


Sm,—I am obliged to Dr. A. Knyvett Gordon for his letter 
(Feb. 1, p. 198) in reply to mine, and appreciate that he writes 
incerely and honestly. I submit that all that | have said is 
gerfectly accurate and that my desire is to be constructively 


_ helpful, which certainly cannot be obtained by burying one’s 


head like an ostrich and pretending that -all is well. Dr. 
Gordon asks whether I have ever worked in a mental hospital. 
The answer is in the affirmative, that | have seen many cases 
treated by electro-convulsive. therapy, that I have given this 
treatment to patients myself, that | have done most of the 
work for the D.P.M., and that I have refused temporarily 
several appointments as medical officer in mental hospitals for 
private reasons. I trust this will reassure Dr. Gordon. 

Under the term endogenous depression, as your correspon- 
dent will know, may be ranged a large number of conditions, 
among which anxiety neurosis and manic-depressive psychosis 
tay be’ placed in their proper'perspective. But'l am concerned 
not so much with nomenclature but with the accuracy of the 
diagnosis, which of course depends on the diagnostician ; but 
of paramount importance, in my opinion, is a searching investi- 
gation into the conditions under which the diagnosis is made, 
which may make ali the difference between tragedy and farce. 
A case of anxiety neurosis may be cured easily by an expert 
psychiatrist, but greatly aggravated by a bad _ psychiatrist. 
Circumstantial or false evidence may hang a man, and this 
may happen also in a neurotic case, where inexperienced 
psychiatrists may be misled into giving a turn to the. actual 
facts of the case. As regards conditions in some mental 
hospitals, Dr. Gordon makes a very poor excuse for them. 
{myself have witnessed and can testify to unbelievable condi- 
tions which are corroborated by other people and a mass of 
correspondence. I quite agree that there are many intelligent 
medical officers who are keen on the curative side of their 
work, but I maintain that there are not a few who have been 
or are practising psychiatry or mental work who: are quite 
unfitted for this dangerous subject for, a variety of reasons. 

Would Dr. Gordon really have us believe that he is satisfied 
with the system and law in mental hospitals as it exists to-day? 
[ myself would suggest that it is chaotic and that it is mani- 
festly clear that a Royal Commission on the whole system 
and mental laws is long overdue. Obviously if doctors are 
implicated they must be strongly tempted to whitewash them- 
selves. The present system is left wide open to the abuse of 
unscrupulous people or practices. A serious defect in the 
existing machinery is that doctors habitually are influenced 


by statements by relatives, although such statements may, 
unknown to the doctur, be motivated by pure malice. As 
regards the relative-ductor—patient relationship to which Dr. 
Gordon alludes, | know of a case where a man was brought 
to the verge of a breakdown by the abominable and vicious 
behaviour uf his wife, whu caused him and his family un- 
believable sorrow and anguish, and then by a fantastic chain 
of circumstances secured his admission into a mental hospital. 
Yet this type of case can be multiplied many times ; it consti- 
tutes a grave social evil which we are tackling the wrong way. 
The man came out of hospital a shocking wreck but recovered 
by keeping as far away as possible from a psychiatrist. It is 
very nice for psychiatrists to smugly have armchair discussions 
on treatment, but they forget the elementary principles which 
are essential in the rehabilitation of an injured patient, and 
these are that a man should have complete and prompt rectifica- 
tion of a conglomeration of injustices, and that the guilty should 
be punished. 

I would note a few extracts from recent editions of the 
Journal made by psychiatrists themselves to the effect that the 
mentality of the mental hospital doctor is often far below that 
of his patient, the use of indiscriminate electrical treatment 
without previous psychotherapy is far too prevalent and bad. 
the tendency to ladle out electrical fits like aspirins must cease. 
the admission by the superintendent of a mental hospital that 
out of several hundred cases receiving electrical treatment in 
that hospital there was not a single patient that did not look 
forward to it without fear, that we now stood at the dividing 
line in medicine about which there could be no compromise, 
and that many experienced psychotherapists have stated that 
patients ‘who have had electrical treatment have afterwards 
come to them without its having dune them any good at all. 
Perhaps Dr. Gordon would kindly let me have his observations. 
—l am, etc., 


London, N.W.11. A. LIONEL ROWSON. 


Family Service Units 


Sir,—One of the most baffling and intractable problems in 
rehousing the population is to be found in the below-standard 
families and homes still existing in our cities ; the publication 
of Our Towns (Oxford University Press, 1943), with its revela- 
tions from wartime evacuation experience, must have brought 
this home to many people who were unaware of the facts. 
During the war, at Liverpool and Manchester, pioneer experi- 
mental efforts to develop methods of rehabilitating such families 
through intensive and patient personal service, combined with 
practical assistance and social education in the home, have 
yielded, encouraging, results. Of the particular sub-standard 
homes dealt within the majority of casés an improvement: 
conditions has been brought about, and in a number of cases 
radical and permanent change was effected. In addition defi- 
nite instances can be cited in which families were saved from 
deterioration and squalor by the timely intervention of the 
service. 

With these results before us the time has now come two 
establish on a wider scale a service which it is proposed to 
call Family Service Units, and a responsible National. Com- 
mittee has been formed with the co-operation of the following 
organizations, who are directly concerned with the problem: 
the National Council of Social Service, the Family Welfare 
Association, the National Society for the Prevention of Cruelty 
to Children, the National Association for Mental Health, the 
British Federation of Social Workers, the Committee on the 
Neglected Child, the Salvation Army: Individual members of 
the National Committee include the Archbishop of York, 
Cardinal Griffin, Mr. John Watson (Chairman of the South- 
east London Juvenile Court), Sir Lancelot Keay (City Architect 
and the Director of Housing, Liverpool), Rt. Hon. ‘Margaret 
Bondfield, Mr. Seebohm Rowntree. The co-operation of the 
Ministry of Health, the Ministry of Education, the Home Office, 
and the Assistance Board has been promised. 

The service will not be costly compared with the cost of 
these families to the community, to which, to quote from 
Our Towns, “they are a menace out of all proportion to their 
numbers’; or compared with the alternative cost of prisons, 
institutions, homes, and other efforts to deal piecemeal with 
the problem ; still less compared with the value of homes saved 
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from disintegration and families enabled once again to take 
their place as self-directing and self-respecting members of 
the community. Co-ordination of existing work and the co- 
operation of all agencies concerned with the problem are 
essential. The aim of F.S.U. is to provide a service at the 
disposal of other departments and bodies to be used by them 
on particular cases needing specialized treatment. 

The committee plan first to take responsibility for the exist- 
ing work in Liverpool and Manchester, and then to establish 
a new unit in London as soon as personnel becomes available. 
The keynote of successful work in this field must be friend- 
ship, and the work -will call for personal self-sacrifice of a 
high order. The work of the committee will continue for 
some time to be expérimental. 

The problem family fails to utilize or benefit from such 
facilities for its betterment as exist at present. Rehousing, 
family allowances, and a national medical service are not 
enough. This is a task in which voluntary effort and personal 
service in the home must play a. preponderant part, and it is 
1 task in which personal service alone can be successful. 
Among the objects we have in view is a comprehensive investi- 
gation into the nature, extent, and causes of this form of 
social subnormality. A two years’ period will, we think, be 
sufficient to establish the facts, and we ask for a sum of £15,000, 
which is sufficient to support the existing centres during that 
time and to establish one new centre in London. 

Information will gladly be sent to anyone interested on appli- 
cation to the Secretary, Family Service Units, at 85, Clarendon 
Road, London, W.11. Donations will be gratefully acknow- 
ledged by the Honorary Treasurer, Lord Balfour of Burleigh, 
at Lloyds Bank, Limited, 71, Lombard Street, London, E.C.3. 
Signed on behalf of the National Committee.—We are, etc.. 

D. Bowes Lyon, 
Chairman. 


BALFOUR OF BURLEIGH. 


London, W.11. Honorary Treasurer. 


Nylon for Buried Sutures 


Sirn,—For many years silver wire and silk-worm gut have 
been used to suture fractured patellas. Silk of various types 
and linen. thread have been used for strength in ligature of 
main vessels and as suture material in hernias. Then the auto- 
genous fascial graft was hailed as the best method of repairing 
large or recurrent hernias. Kangaroo tendon was used for a 
time, but one hears very little of it now. Thin silver wire, silk, 
and linen have been used for suturing the abdominal fascia in 
elderly or debilitated patients or those with a chronic cough, to 
give added strength and allow the patient to get up safely with 
a shorter time in forced reclining posture. 

For the past two years I have been using nylon as a buried 
suture, and felt it worthy of an added word to what has already 
been written about it. I have used it extensively to suture the 
abdominal fascia in debilitated patients with weakened muscu- 
lature, for the mid-line incision in abdomino-perineal excisions 
for carcinoma of the rectum, in upper abdominal opera- 
tions where a long incision is necessary, etc. I have also used 
it in direct, recurrent, and large inguinal hernias and in 
incisional herniag:as a filigree mattress, first doing an ordin- 
ary repair with stout catgut and then making an interwoven 
mat of nylon without tension. So far, I am pleased to say, it 
has proved extremely satisfactory and has produced no ill 
effects except that some patients have noticed a small hard 
lump in the scar where the knot is made. 

Comparing it with silk or linen it is more difficult to knot 
securely, but so far there has been no trouble should sepsis 
occur, which has often made it necessary to remove silk or 
linen from the wound weeks, or even months, later. One 
patient who required an extensive bowel resection and was 
very debilitated had marked sepsis, and the skin wound broke 
down on the eighth day. The nylon in the abdominal fascia 
was visible in the wound and we feared the worst, but the sepsis 
cleared up, the nylon held firm, and the wound healed over it 
by rapid granulation. Compared with fascial graft it is easier 
to suture with, it shortens the operation, a¥oids the. damage to 
the fascia lata, and appears-to+bé equally efficient. Compared 
with fine si'ver wire it is less rigid, easier to knot, and, I think, 
equally efficient. 


—— 
Nylon has been found a very suitable material for buried | 
‘sutures. I do not think it useful as a ligature for main v 
as it might cut through the wall and is difficult to tie sec 
It withstands sepsis without maintaining or prolonging it, It 
can be used for continuous suture or as a reinforcement filigree? 
I would be pleased to hear of the results of others who have 
tried it—-I am, etc., 


Tonbridge, Kent. N. R. Houston. 


_ 


Surgical Aspects of Roundworm Disease 


Sir,—Capt. F. Barber’s article (Jan. 11, p. 49) under thi 
heading interested me as I dealt with a case in 1934 in which 
the surgical aspects were definite and urgent. The two Cases 
on which Capt. Barber operated leave some doubt as to the cop- 
nexion between the worm infestation and the surgical lesion, 
The removal of some of the worms by incising the intestine 
and milking them towards the opening is difficult to justify. 

My case was a girl aged 9 years with classical symptoms and 
signs of acute appendicitis of obstructive type. On laparotomy 
a curious picture presented itself. The caecum and most of the 
small intestine were crowded with roundworms. The appendix 
and its mesentery had undergone torsion, and the whole length 
of the appendix was black but not oedematous—indicating that 
the arterial and venous circulations had been interrupted 
simultaneously. The cause of the torsion was the peregrination 
of a baffled roundworm after its adventurous head had reached 
the distal end of the appendix. The proximal half of the worm 
was extracted from the caecum as the appendix was removed, 
the stump being ligatured and buried secundum artem,. 
Recovery was uneventful, and anthelmintic treatment resulted 
in the passage of a satisfying number of roundworms.— 


lam, etc., 
J. F. E. GILLAM. 


Surgical Treatment of Chronic Frontal Sinusitis 

Sir,—Like Mr. V. E. Negus (Jan. 25, p. 135) I am a strong 
advocate of the external operation for chronic frontal sinusitis, 
and the procedure that he suggests is almost identical with the 
method that I described 25 years ago and have practised ever 
since. I think, however, that he dismisses somewhat too lightly 
the possibility of cure by intranasal means: There. are many 
cases in which the outflow through the fronto-nasal duct is 
hindered, in addition to those mentioned by him, by groups of 
cells massed round and impinging on the duct itself. I agree 
that it is not possible to clear all the anterior ethmoidal cells 
by intranasal means, but the main mass can be dealt with safely 
and the way opened for the passage of graduated copper 
bougies into the sinus itself. These crush the high fronto- 
ethmoidal cells out of the way without damaging unduly the 
mucous membrane of the duct. When the largest bougie that 
the bony ring guarding the floor of the sinus can take has been 
passed, it will be found that in many cases adequate drainage 
is assured. 

The failure of the operations of Max Halle, Ingals, and 
others is due to the fact that the way into the frontal sinus is 
cut or rasped, with consequent formation of exuberant granu- 
lations from: the raw surface, the formation of new bone, and 
subsequent stenosis. The “bougeing” of the fronto-nasal 
duct is not altogether easy, but with an appreciation of the 
anatomical disposition and a development of the tactile sense 
a considerable measure of success may be looked for.—! 
am, etc., 


London, W.1. WALTER HowaARTH. 


Acceleration of Wound Healing 


Sir,—In the annotation “ Acceleration of Wound Healing” 
(Oct. 12, 1946, p. 548) you refer to work on the effect of tissue 
extracts on wound healing. It has been known for a long 
time that embryonic extracts accelerate the growth of cells 
in vitro, and it was further found that extracts of adult tissue 
were very effective in this respect—i.e., the substances capable 
of stimulating cell multiplication in vitro are not limited to 
proliferating tissues but are also present in stable, mitotically 
inactive tissues (Carrel, Walton, Trowell, and = Willmer ; 
Doljanski and collaborators). Numerous experiments have 
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been reported on the application of embryonic extracts to 
experimental wounds in laboratory animals and to indolent 
wounds in humans (Amorosi, Bergami, Bugliari, Carnot: and 
Terris, Goldberg, Kiaer, Morosov and Striganova, Nakamura, 
Nielsen, Roulet, Schloss, Wallich, Waugh). In most cases 
favourable results were claimed. . 

It was therefore natural to determine by animal experiments 
whether cell-growth-promoting adult tissue extracts can also 
accelerate the course of wound healing. In 1944 Auerbach 
and Doljanski (Brit. J. exp. Path., 1944, 25, 38) performed 
experiments on experimental wounds in rats treated by topical 
applications of saline heart extracts and alcohol precipitates 
therefrom, and on the basis of controlled experiments in 92 
animals they stated: “ Extracts of adult hearts when applied 
locally did not, thus, accelerate the course of healing of treated 
wounds as compared with control wounds in the same animal ; 





‘ they would even appear to cause a slight inhibition.” In 1946 


Young, Cruickshank, and Martin (J. Path. Bact., 1946, 58, 63) 
reported similar results in rabbits. 

The above observations do not settle the problem of pro- 
moting the wound healing in vivo by substances which activate 
cell multiplication in vitro. The possibility must be considered 
that the locally applied cell-growth-promoting extracts do exert 
an accelerating action on the rate at which the wounds heal. 
This acceleration, however, could not be perceived from a 
comparison with control wounds in the same animal, since the 
healing process in the latter, too, might be hastened by growth- 
stimulating substances absorbed from the wound surfac® and 
entering the circulation. To elucidate the question if the cell- 
growth-stimulating substances introduced parenterally can affect 
the process of repair of healthy wounds the following experi- 
ments were undertaken (Proc. Soc. exp. Biol. N.Y., 1945, 58, 
111). Thirty rats with experimental skin wounds received 
intraperitoneal injections of a saline extract of adult chicken 
heart, the injections being repeated every second day until the 
wounds closed. The rate of wound healing in animals treated 
in this way was compared with that of wounds of equal size 
in untreated rats. The experiment shows that the parenteral 
treatment with cell-growth-promoting extracts of adult hearts 
caused a significant reduction (21.8%) in the mean time required 
for healing as compared with the controls. These findings 
relate to rats only and are on a small scale, but they do indicate 
that the problem of the action of the cell-growth-promoting 
tissue extract on the process of normal wound healing is by 
no means settled and requires more intensive study.—I am, etc., 


Jerusalem. L. DOLJANSKI. 


Adaptation of E.M.S. Huts for Children’s Wards 


Sir,—I was much interested in Dr. Wilfrid Gaisford’s and 
Mr. C. H. Elkins’s plan for adaptation of E.M.S. huts for 
children’s wards (Dec. 7, 1946, p. 867). The authors were 
good enough to refer to the plan for the same purpose pre- 
pared by my colleague, Mr. Coales, and myself and published 
in the Monthly Bulletin of the Ministry of Health (February, 
1946), and I was grateful to them for quoting our remarks 
in favour of different methods of adaptation being explored. 
There are a great many of these huts ‘in ‘the country, and it 
is much to be desired that a number of people should exercise 
their ingenuity in devising different ways of adapting them and 
should make public the results of their efforts. Requirements 
differ and plans should differ with them. Stereotyping of 
hospital design is, above all, to be avoided, and, whether 
adaptation of existing buildings or designing of new buildings 
is in question, it is by pooling ideas and by experiment and 
discussion that we shall arrive at the best results. 


It may be worth while to say a few words about the chief 
differences between the Gaisford-Elkins and the Bulletin plans. I 
have been so much struck by the poor quality of most of the 
hospital accommodation for children throughout the country that, 
when Mr. Coales and I came to the plan for children’s wards in 
our hut adaptation series, we took the opportunity of trying to 
devise accommodation which should meet the special needs as well 
as could be done within the rigid framework at our disposal. 
Accordingly we thought it worth while.;to produce a_ rather > 
elaborate plan involving quite a Substantial amount of adaptation. 
Dr. Gaisford and Mr. Elkins, on the other hand, aimed at showing 
“how a typical E.M.S. hutted ward may be modified at reasonable 





“without payment. 


cost and with minimal structural alterations to accommodate infants 
and children in surroundings where the chances of cross-infection 
are lessened and other desiderata are provided.” Both these lines of 
approach have their value. The essential differences between the 
two plans seem to me to be: 

(1) The Bulletin plan provides a sluice room, a bathroom, and 
sanitary accommodation in a central position, while the Gaisford- 
Elkins plan has these conveniences at the end of the hut only. 

(2) In the Gaisford-Elkins plan the single-bed cubicles open into 
the main ward and are approached only through it, while the 
Bulletin plan contains a series of entirely separate single-bed rooms 
opening into a corridor. 


The advantages (as they seem to me) of the above-mentioned 
features of the Bulletin plan have to be weighed against the 
undoubted merit of economy in cost, labour, and materials of 
the Gaisford-Elkins plan. Of the two main points of differ- 
ence (2) is much the more important. The risk of spread of 
infection in children’s wards is never absent, and my personal 
Opinion is that the Bulletin plan gives greater safety in this 
respect, sufficient to warrant the extra cost and use of labour 
and materials. Dr. Gaisford and Mr. Elkins, however, have 
evidently had in mind circumstances which, in their view, would 
make the degree of separation shown in their plan sufficient. 
It would be interesting to learn the opinions of others of your 
readers on this question.—I am, etc., 

T. S. McINTosH. 


Ministry of Health, 
London, S.W.1. 


The Filigree Operation for Hernia 


Sir,—The note upon the filigree operation for hernia by Mr. 
D. M. Cooper (Feb. 1, p. 182) is valuable in that it brings into 
daylight a good method of hernia repair which has been 
obscured by a multitude of ingenious plastic manceuvres for 
closing the inguinal canal. Many of the complications that he 
details in his paper appear to be hypothetical rather than 
probable. 

Since the technique of Mr. Percival Cole was introduced at 
the Yeatman Hospital, Sherborne, by Dg. Richmond McIntosh 
about 15 years ago almost every inguinal hernia in adults 
onerated upon by himself and by me has been treated by the 
filigree method. Out of some hundreds of cases, I know per- 
sonally of only one case that has suppurated and one that 
relapsed ; in the latter I did not find it difficult to dissect out 
the old filigree nor to make a bed for a new one. Post-operative 
pain has never been more severe than that experienced after 
the Bassini type of repair. No patients have complained of 
pain when moving about in bed, nor after leaving the hospital. 
Neither secondary haemorrhage nor faecal fistula has occurred. 
I am happy to subscribe myself as a humble disciple of Mr. 
Percival Cole.—I am, etc., 


Sherborne, Dorset. JOHN WHITTINGDALE. 


Health Service in Rhodesia 


Sir,—As Director of Medical Services my attention has been 
drawn to the leading article (Nov. 23, 1946, p. 777) dealing very 
impartially with the health seryices in Rhodesia and more 
particularly with the recent National Health Commission’s. 
report. It is desirable, however, to contradict the last sen- 
tence of your article. This reads “the system whereby our 
voluntary hospitals are staffed by physicians and surgeons who 
give their services without payment... is quite out of the 
question in the Rhodesian scene.” 

On a point of fact. for more than twenty years the two. 
larger hospitals in Salisbury and Bulawayo have had staffs of 
honorary physicians and surgeons who have given their services. 
Furthermore, throughout the war these 
honorary consultants included in the scope of their work, and 
equally without payment, the medical and surgical care of all 
serving members of the Forces, whether Rhodesian or mem- 
bers of the Royal Air Force training in the Colony under the 
Empire Training Scheme. Several of these consultants each 
performed hundreds of operations, and the numbers of patients 
seen in consultation passed well into the thousands during the 
war years alone.—I am, etc., inh 


R. M. Morris, 


Salisbury, S. Rhodesia. Director of Medical Services. 
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ARTHUR WHITFIELD, M.D., F.R.C.P. 


British medicine lost an outstanding figure when Arthur 
Whitfield died at his home in Eastbourne on Jan. 31. He 
was one of the most eminent of the group of physicians who 
followed Radcliffe Crocker, Tilbury, and Colcott Fox, and who 
finally established dermatology as a special subject demanding 
intensive study. 

Born in London on Oct. 13, 1868, he received his early 
education at King’s College School. After qualifying from 
King’s College Hospital in 1891 he took the London M.B. a 
year later. During the first three years after qualification he 
held several appointments at his own hospital, including that 
of Sambrooke Medical Registrar. He proceeded M.D. in 1893, 
and was admitted M.R.C.P. in 
the same year. Then followed 
a period of study in Berlin and 
Vienna. In 1896 he was ap- 
pointed assistant physician at 
the West London Hospital, but 
his interest in dermatology 
quickly led him to the Royal 
Northern Hospital. In 1899 
he returned to King’s College 
Hospital as assistant physician 
to the skin department. There- 
after he devoted his whole ener- 
gies to the establishment of 
dermatology as an important 
specialty. At that time diseases 
of the skin were usually dealt 
with by one or other of the 
general physicians or surgeons 
of a hospital, a custom which 
at first led to some disapprovai 
of this innovation. Whitfield 
also decided that his practice both in private and in hospital 
must be rigidly restricted to dermatology, no easy decision in 
those days but one which he deemed essential to the advance- 
ment of his subject. The success of these endeavours was seen 
seven years later when, after two years as Dean of the Medical 
School, he was appointed Professor of Dermatology in King’s 
College only one year after he had been elected to the Fellow- 
ship of the Royal College of Physicians of London. There- 
after: he held. various additional appuintments, such as that of 
Professor of Dermatology at the Royal Army Medical College, 
but there is no doubt that he gained the greatest pleasure from 
his work for St. Dunstan’s. He was elected a Fellow of King’s 
College in 1909, and he was chairman of the Medical Board 
from 1914 to 1918 and again from 1926 to 1928. 

Although he suffered for many years from a disabling 
infirmity, Arthur Whitfield maintained his enthusiasm for 
work with an unflagging energy which often left him 
exhausted. For example, during the 1914-18 war he added 
to his labours by attending the Prince of Wales’ Hospital for 
Officers, by assisting the greatly depleted King’s staff as a general 
ehysician in charge of out-patients, and by spending his even- 
«ngs in looking after the general practice of a great friend who 
had joined the Army. He was president of the Section of 
Dermatology of the Royal Society of Medicine from 1919-21 
and received the unusual honour of election to an Honorary 
Fellowship of that society only last year. In 1924 he was 
secretary of the British Association of Dermatology and 
Syphilology, becoming president in 1927. During this period 
he received numerous other distinctions. He was Lumleian 
Lecturer at the Royal College of Physicians in 1921 and was 
a councillor of that College from 1922 until 1924. The French 
Society of Dermatology made him a corresponding member, 
an honour which he valued greatly. 

While his name is most generally associated with his work 
on fungous infections, he wrote many articles, all of which 
were distinguished by acuteness of perception, clear reasoning, 
and a clarity of style which made his contributions to our 
knowledge outstanding. The same features distinguished his 
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Handbook of Skin Diseases and Their Treatment. A\\ branche 
of. mycology interested him, and he was one of the pioneers jp 
the use of x rays for treatment of ringworm of the scalp, . He 
published his discovery of the pathogenicity of fungi in’,tines 
pedis in 1908, thus anticipating Sabouraud by at least two years 
Some years after this work had received general confirmation 
and acceptance he himself discovered that Djelalludin Mukta 
had made the same suggestion in a small journal about two 
years before his own work was published. Thereafter he made 
frequent public acknowledgments of this fact. The ointmem 
which bears his name proved the starting point for all subse. 
quent work along these lines. In later years its efficiency wa, 
called into question, largely because his original formula hag 
been forgotten in a welter of modifications. Attention- ha; 
recently been drawn to this fact in the British Journal of 
Dermatology and Syphilology. The corresponding lotion which 
he devised is even more valuable, although he left its publica. 
tion to others. He made important contributions to the study of 
eczema, of animal parasites, and of dermatitis calorica among 
many other subjects. At the International Congress in Budapesi 
in 1935 he introduced his conception of autophytic eczema, the 
importance of which in allergic skin manifestations is now 
generally recognized. 

Arthur Whitfield’s success was largely the result of the wide. 
ness of his interests. No subject was too trivial for considera. 
tion, particularly if it concerned an allied science. Always he 
sought its possible application to medicine. He first used 
benzoic acid after he had noted its value in dairy work. Bu 
behind everything else there was shrewd observation and 4 
hatred of anything suggestive of carelessness. In one of his 
last letters he insisted on this point: “ Always examine your 
cases thoroughly, thoroughly, thoroughly. Re-examine them. 
Re-examine your own deductions.” Nevertheless he found 
time for outside interests. As a young man he was a keep 
lawn tennis player and he played golf, though with decreasing 
frequency, until a year or two ago. His real hobby, however. 
was his beautiful garden in Beaconsfield, where he spent ever, 
weekend working and experimenting. To this he was able to 
give more time after he had left the active staff of King’s in 
1927, when he retired at an early age but with the titles of 
Emeritus Professor and Consulting Physician. He was a 
physician of deservedly international reputation. Dermatology 
as a whole owes a very great deal to him, but his past students 
from all over the Dominions and Colonies, as well as from this 
country, will always remember him as a man who won their 
affection and gratitude. In their work his memory lives on ay 
a direct continuation of his precepts and encouragement. To 
his widow and family we extend our sympathy, a sympathy 
the more real as we acknowledge the loss of one who himself 
had extended friendship and help to so many. 


Sir Archibald Gray writes: By the death of Arthur Whitfield 
British dermatology has lost an outstanding and much-respected 
figure. Entering the field of dermatology some fifty years ago, 
when knowledge of the bacteriology and mycology of the skin 
was in its infancy, Whitfield threw himself with vigour into 
the study of these subjects. Stimulated by the example of 
Colcott Fox, whose assistant and devout disciple he was, his 
work, whether in the clinic or the laboratory, was characterized 
by meticulous attention to detail and by prolonged and careful 
study of the problem before him. It may not be remembered 
in these days that the credit of first finding fungus in ringworm 
of the toes was Whitfield’s, and this discovery, an epoch-making 
one, was due to his habit of systematically examining scales 
under the microscope over a period of many years. It is to be 
hoped that as his name is likely to remain attached to a remedy 
which he introduced for this condition, and which has stood 
the test of time, it may serve as a reminder that it was he who 
discovered the cause of the disease. It is not for me to describe 
here his contributions to dermatology, which were many and 


important, nor the various offices which he held, but I should 


like to add a few impressions of the man. His most striking 
characteristic was that of perpetual youth. Throughout his 
active professional life he had all the alertness and inquisitive- 
ness of a boy. Everything that he saw, whether in his work 
or outside, interested him and he always had to get to the 
bottom of any problem that he took up. I can remember him 
at breakfast in a Budapest Hotel discoursing on the varieties 
of Continental rolls, of which he had a complete knowledge, 
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and on the method of determining the ripeness of peaches. : 


it was my privilege to assist him in one of his clinics a good 
many years ago. A more stimulating experience it is difficult 
to imagine, especially as the clinic terminated in a long tram- 
ride’ during which he discoursed on every subject under the 
sun. We all missed him greatly when he retired from active 
work a few years ago, and now his death will bring sorrow to 
his many friends. 

Dr. A. C. Roxburgh writes: My generation of dermatolo- 
gists greatly laments the death of Arthur Whitfield, whom we 
regarded as one of our most valued teachers. Those of us, 
like myself, who were never officially pupils of his learned much 
from listening to his remarks at dermatological meetings and 
especially from conversations with him about cases at such 
meetings. I saw. a good deal of him at the International 
Dermatological Congress at Copenhagen in 1930 and after- 
wards in Stockholm, and at the Budapest Congress in 1935, 
which made these congresses all the more enjoyable. I am 
grateful to him for much helpful advice and information while 
[ was editor of the British Journal of Dermatology and also 
when I was writing a certain small book on dermatology. He 
was always accessible and always ready to help with informa- 
tion or references. His fund of information was not confined to 
dermatology by any means, for he was knowledgeable on food 
and drink, gardens and dogs, among other subjects. Whitfield 
did not suffer fools gladly and had very definite views on most 
subjects, which he was in the habit of stating in a rather dog- 
matic manner. To younger dermatologists he was always most 
helpful, and all of us mourn the passing of one of the out- 
standing figures of a great generation of British dermatologists. 


HERBERT H. LANKESTER, M.D. 


Herbert Henry Lankester died at Eastbourne on Jan. 30, after 
a short illness. Dr. Lankester, who was 84, was a founder and 
the first secretary of the Medical Mission Auxiliary of the 
Church Missionary Society. The eldest son of Dr. Henry 
Lankester, of Leicester, he was born on March 20, 1862, and 
was educated at Tettenhall College, Wolverhampton. A student 
of St. Thomas’s Hospital, he took the L.S.A. in 1863, the 
M.R.C.S. a year later, and the London M.B. in 1885. He pro- 
ceeded M.D. in the following year after a period as house- 
physician and resident accoucheur at St. Thomas’s. He prac- 
tised privately in South Kensington for a time before becoming 
secretary of the Medical Mission Auxiliary in 1891, and he 
served as secretary of the Medical Missionary Fund and physi- 
cian to the Church Missionary Society from 1894 to 1903. He 
was then-secretary of the C.M.S. for the next seven years, finan- 
cial secretary from 1910 to 1923, and finally general secretary 
for three years after that. , 

Dr. Lankester was the first editor of the C.M.S. magazines 
Mercy and Truth and the Home Gazette. He had been one of 
the representatives of the Diocese of Winchester in the House 
of Laymen, a member of the Southwark Diocesan Conference, 
and Diocesan Lay Reader for the Diocese of London. Since 
its foundation in 1908 he had been a member of the executive 
committee of the Central Board of Missions. Dr. Lankester 
had been in retirement for about twenty years. He married in 
1883 Gertrude, daughter of Col. J. S. W. H. Farrer, Coldstream 
Guards, and had one son and two daughters. Mrs. Lankester 
died in 1932. 


Harry EMSLIE SMITH died at his home in Dunfermline, Fife, 
on Dec. 18, 1946. The youngest son of the late Alexander 
Emslie Smith, he graduated M.B., Ch.B. at Aberdeen in 1900. 
He held resident appointments at the Great Northern Central 
Hospital and at Queen Charlotte’s Hospital, London, before 
entering the I.M.S. in 1902. After serving with a number of 
(Indian regiments he was appointed to various chemical 
examinerships between 1907 and 1910. During the latter part 
of this period he was professor of chemistry at the Medical 
College, Calcutta. Then followed a year as resident surgeon 
at the Eden Hospital, Calcutta. In 1912 he took the D.T.M.&H. 
at Cambridge and studied ophthalmic and general surgery in 
Leipzig. On returning to India he held various civil surgeon- 
cies. His civil employment was interrupted by the first world 
war, during the course of which he served in hospital ships, 
later in India, and from 1918 orwards in Iraq. He retired from 
the Service in 1923 with the rank of lieutenant-colonel. He had 
taken the D.P.H. in the same year and he was then appointed 
lecturer in anatomy at the Dunfermline College of Hygiene 





and Physical Education, later becoming administrative medical 
officer to the Carnegie Dunfermline Trust. He proceeded M.D. 
in 1930. During the second world war he was medical super- 
intendent of the Inglis Street E.M.S. hospital while continuing 
his work for the Carnegie Trust. An enthusiastic amateur 
musician, he is survived by his widow, two sons, both members 
of the profession, and one daughter. 


VICTOR ROBINSON died in New York City on Jan. 15, and the 
world of medical history has been robbed of one of its most 
striking figures. Born in the Ukraine on Aug. 16, 1886, Victor 
was taken in infancy to the United States of America, where his 
father, Dr. William J. Robinson, became one of the early advo- 
cates of birth control. After studying for two years at New 
York University Law School he turned to pharmacy, taking 
the Ph.G. at the New York College of Pharmacy in 1910, the 
Ph.C. at Columbia in the following year, and the M.D. at 
the Chicago College of Medicine and Surgery in 1917. He 
entered the field of medical history as he had entered several 
others—out of curiosity. For thirty-eight years Victor Robin- 
son devoted himself with dogged perseverance and unquench- 
able enthusiasm to the pursuit of this subject, successfully play- 
ing the part of author, editor, lecturer, and radio speaker. A 
prolific, facile, and entertaining writer, one of his best-known 
works is Pathfinders in Medicine, which appeared as early as 
1912. His last book, Victory over Pain, was published just 
before his death. For,many years he edited the monthly maga- 
zine Medical Life, at one time the official organ of the American 
Society of Medical History. Though his fondness for over- 
dramatization and his almost childish delight in “ purple 
patches ” did not appeal to the palate of many historians, they 
all had to admit that he was always accurate, possessing a 
scholar’s conscience in consulting the original sources. A retir- 
ing, sensitive little man, Victor Robinson was a charming and 
stimulating companion, whose mind seemed most active afte: 
midnight. He was appointed professor of the history of medi- 
cine at Temple University Medical School, Philadelphia, in 
1929, and lecturer on the history of nursing in 1937.—W. R. B 


Dr. IAN STEWART MCGREGOR died suddenly at his home on 
Jan. 23 at the age of 43. Ophthalmology has lost one of it» 
most promising and faithful adherents. The first decade of 
the period since his graduation from the University of Glasgow 
in 1927 was spent in resident hospital appointments in general 
medicine and surgery and later in general practice on the 
Island of Bute. His sure knowledge of medicine, his keen 
mind, and the sympathy which allowed him to assess patients 
and their problems truly but with charity combined with his 
catholic tastes in painting and literature to make him an ideal 
general practitioner esteemed by all. This, however, was but 
a period for the measurement of his own capacity and for his 
individual staking of- the limits of medical practice. Once sure 
of these he confined his direct attention to ophthalmology with 
such zeal and concentration of purpose that within seven years 
he had become clin cal assistant to the Glasgow Eye Infirmary. 
assistant to the professor of ophthalmology of«the: University. 
and visiting surgeon to the Ophthalmic Institution. Within 
that same brief period he took the M.D. and the D.O.M:S. and 
was admitted to the Fellowships of the Royal College of 
Surgeons of Edinburgh and Royal Faculty of Physicians and 
Surgeons of Glasgow. This despite an absence for several 
yéars on war service when he held the rank of squadron-leader 
in the R.A.F.V.R. His rapid acceptance in the highest ranks 
of his specialty in Glasgow was essentially due to those quali- 
ties which had made him so successful in general practice 
together with the growing evidence of his power of original 
thought. True to character, his publications awaited his pre- 
cise knowledge of the known boundaries of ophthalmology. 
but when they came they had the true marks of developing 
originality and were a promise of greater things to come. His 
work on melanotic tumours of the choroid and on certain 
aspects of neuro-ophthalmology are of lasting value. But to, 
many of us Ian McGregor will continue as the memory of an 
enchanting if at times unpredictable character. He could 
quickly sense the ridiculous, which gave him wit, and the 
unfair, which made of him a hard-hitting opponent. Generous 
in things, thoughts, and feelings, he was a true friend and a 
good companion. Much of his time in recent years was 
devoted to his widowed mother, to whom the sympathy of 
his friends is extended now in her great loss.—I. C. M. 


Dr. Eric JoHnN Stappon of Ipswich, Suffolk, died suddenly 
on Jan. 22 at the age of 56. Dr. Staddon was still continuing 
the practice which had been started by his grandfather, the 
late Dr. John H. Staddon. Educated at Ipswich School and 
St. Thomas’s Hospital, Dr. Staddon took the M.R.CS.. 
L.R.C.P. in 1913 and was soon afterwards serving in Meso- 
potamia. In 1919 he returned to Ipswich to join his father in 
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general practice. Dr. Staddon was surgeon to the East Suffolk 
Constabulary ; he was a vice-president of the British Legion ; 
and he was well known as a member of the Ipswich Liberal 
Association. Although his work left him little time for other 
activities he was an enthusiastic gardener. He had been a 
member of the British Medical Assuciation for twenty years, 
and he is survived by a widow and three sons. 


Dr. BARTHOLOMEW GIDLEY Derry died at his home in Whin- 
ney Hill, Durham, on Jan. 24 at the age of 58. His father was 
for many years prison surgeon at Bodmin, Cornwall. Dr. Derry, 
who qualified in 1917, served in Russia and India during the 
first world war. He joined the prison service in 1922 and was 
medical officer at Holloway, at Brixton, and at Dartmoor before 
succeeding the late Dr. R. Stuart at Durham. Dr. Derry, who 
had been ill for two or three weeks, was a familiar figure in 
the Northern Assize Courts, where he frequently gave evidence. 
He had been a member of the British Medical Association for 
twenty-five years, and he was a warden at St. Oswald’s Church, 
and a member of the committee of the Durham Community 
Service Council. 
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UNIVERSITY OF CAMBRIDGE 


The Raymond Horton-Smith Prize for 1945-6 has been awarded to 
£. E. Pochin, M.D. (St. John’s College), for his paper on “ The 
Mechanism of the Ocular Manifestations in Graves’s Disease.” 


UNIVERSITY OF GLASGOW 


At a Graduation Ceremony held on Jan. 11 the following medical . 


degrees were conferred: 


+ M.D.—*W. T. Walker, *H. Wegshew, *H. Wyers, G. A. Macgregor. 

M.B., Cu.B.—R. A. Caldwell, Winifred E. Cameron, J. E. Carlyle, Eileen 
Carroll, A. A. Chazan, Joan R. Christison, J. I. Cohen, Anne L. Craig, K. B. M. 
Crawford, A. H. Dawes. H. B. Farrell, A. Forrester, D. A. Jack, R. R. Kennedy, 
K. B. Lazarus, }. B. Lister, J. McLenachan, M. C. Macleod, R. M. H. McMinn, 
W. McNaught, W. C. MacPherson, A. MacK. Mathewson, Mary D. Milne, 
W. A. Mullen, Margaret E. Murison, F. S. Preston, W. H. D. Scotland, A. Scott, 
A. L. G. Smith, D. D. Smith, D. H. Sproull, Lesley MacD. Stewart, A. A. 
Thomson, W. Waldie, N. Weiner, Agnes A. M. White. 


* With commendation. 


UNIVERSITY OF ST. ANDREWS 


The following candidates have been approved at the examinations 
indicated : 


M.D.—W. G. Davidson (with honours). 

FINAL M.B., CH.B,—Ma t J. Davies (or Grewar), Helen M. Dean, A. F. 
Fairlie, Mary Gibson, W. J. Halpin, Betty I. Lumsden, Helen L. W. Esplin 
or McLagan), R. D. Mills, T. W. Roberts, Patricia A. Scott (or Naylor), J. A. 
mith, Eileen Steel, J. M. L. Winton, Janet S. = 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At a meeting of the Royal College of Physicians of London held on 
Jan. 30, with the President, Lord Moran, in the chair, the following 
were elected represen atives of the College: Dr. A. S. Barnes on the 
court of governors of the University of Birmingham ; Sir Reginald 
Bond on the council of the Professional Classes Aid Council; 
Dr. W. G. Wyllie on the National Association for Mental Health ; 
and Dr. Janet Vaughan on the advisory board of nursing education 
of the Royal College of Nursing. Sir Allen Daley was nominated to 
represent the College at the Conference of the Royal Sanitary Insti- 
tute to be held at Torquay from June 2 to 6. 

The following, having satisfied the Censors’ Board, were elected 
Members of the College: 


D. G. Abrahams, M.B.Camb., W. B. Alexander, M.B.Camb., J. V. Almeyda, 
L.R C.P., C. L. Balf, B.M.Oxon., A. H. Baynes, M.B.Camb., Patricia L. Bidstrup, 
M.B. Adelaide, J H. Burkinshaw, M.B.Camb., C. R. Burton. M.D. Toronto, 
J. Carson, M.D.Belf.. A G. C. Cox, M.B.Lond., H. D. Crosswell, M.B.Lond., 
. H. Davison, M.B.Birm., J. Dean, M.B Camb., R. B. Franks, M.B.Camb., 
_ F. Gans. M.D Lond., R. T. Gaunt, M.B Sheff., K. B Gibson, M.B.Liverp., 
W Goldberg, M.B. Witwatersrand, K. J. Grice, M.D. Melbourne. G. R. Handy, 
M.B Lond., Margaret -M. Henderson, M.D. Melbourne, R_ A. Henson, 
M.D.Lond., R. D. Hotston, M.B Liverp., J. Lowe, M.D.Birm., Anne E. 
McCandless, M.B Liverp., J. A. Malloch, M B.Edin.. E. P.G Michell,M.B.Camb., 
E. P. Morley, M.B.Camb., E. J. Moynahan, t R.C.P., A. P. Norman, M.B.Camb., 
G. Osborne, M.B.Camb., J. H. S. Pettit, M.B.Lond., W. J. E. Phillips, M.B.Camb., 
J. R. K. Preedy, M.B Camb., F. Prescott, L.R.C.P., W. A. Pritchard, M.B.Lond., 
E. G. G_ Roferts, M.B. Wales, J. B. Robinson, M.D.Lond., N. A. Rossiter, 
M.B. Witwatersrand, G Shneerson, M.BLond., J. Simpson, M.D.Durh., 
E. Smith, D.M.Oxon., J. B. Stanton, M.B.Camb.. T. H. Steel, M.D. Melbourne, 
Cart. G. H. Valentine, M.B.Brist., R.A.M.C.. A. Venner, M.B.Lond., A. P. B. 
Waind, M.D Leeds, C. W. M: Whitty, B.M.Oxon., M. H. C. Williams, B.M.Oxon., 
H. H. O. Wolff. M.B.Camb., M. Zoob, M.B.Lond ‘ 


Licences to practise were conferred upon 96 candidates (including 
°6 women). who had passed the Final Examinations in Medicine, 


| A 


a 
Surgery, and Midwifery of the Conjoint Board, and have isin 
with the necessary by-laws: 

D. A. B. Ashcroft, J. H. Atteridge, A. R. Baines, D. C. Barker, Mary E. Benians, thes¢ 
N. O. Bennett, P. R. Boyd, G. A. Bracewell, D. C. Bradford, Alison M. Brydom, | 2F0V' 
Joyce M. Buck, Irene M. S. Cade, G. H. Carriett, K. Carter, D. J. E. Cheshire | Pay! 
Jeanne M. Clements, Mary M. H. Cogman, C Cohen, J. J. Content, medi 
E. Coupland, K. S. Daber, Sylvia Danks, Barbara M. Davey, Joan M. Denma 
R. Dryden, K. H. Foord, D. S. Foster, Joan Frankton, Angela D. Fuller P, RG 
Graham, G. Hadfield, M. J. Hargrave, B. M. C. Harris, J. A. B. Harrison, 4 } 

Harrold, Mary W. Hart, F. C. B. Harvey, H. Herbert, G. M. Hopwood, 

Barbara M. F. Jacobs, K. E. Jolles, R. T. Jones B. Karat, R. A. Kershaw, C'§ Mi 
Kirkham, S. A. Lateef, D. D. La Touche, N. Lees, Ursula E. K. Leitner, Lillian } OW 
Letty, A. H. Levy, F. M. MacDonagh, Anne J. W. Manley, E. D. Marsh, § her 
Meizner, Christine L. Miller, L. G. Nicol, J. Niwes, C. F. Noon, A. G. Norman, be: 
Vivienne Norman, F. G. Orton, M. Panikkar, Enid H. Pettigrew, G. §, Plaut with¢ 
I. R. D. Proctor, D. R. V. Prys-Jones, H. Rawlings, M. Redfern, E. N. Ree | Ob00 
D. E. R. Richardson, Kathleen J. Rigg, Diana M. Robinson, Sonia Rollin, scarc 
G. W. J. Rothwell, C. D. Rushworth, R. A. Ryan, A. I. Sahyoun, Joan 
H. Shapiro, F. J. Sharrod, J. G. H. Shaw, S. G. A. Shute, N. T. Smith, JoanE, | | 4 
Spong, Cynthia F. Stephenson, H. S. Trafford, M. Vites, D. Walker, N, H pay ! 
Warburton, J. C. Ward, P. A. M. Weston, H. D. White, R. M. C. William } mont 
Elizabeth Williamson, G. M. Woodwark. the : 


Diplomas in Public Health were conferred, jointly with the Roya) M1 

















College of Surgeons of England, to the following  successfy) Unio 
candidates : . if he 
J. B. Bramwell, A. Butterworth, W. A. Cannell, W. J. Christie, C. W. have 
J. S. Coleman, Eveline M. Cumming, C. L. Day, H. McD. Forde, A. ney: char$ 
Fullerton, Margaret R. Gilmour, D. W. T. Harris, R. A. Hoey, E. I. Holloway requi 
G. J. Laws, C. D. L. Lycett, H. G. Magill, J. E. Masterson, B. U. Meyer, R | that : 
Murray, J. J. O’Dwyer, M. J. Pleydell, I. Reubin, Arna E. Rides, R. D. Rutherford at 
Christina M. Small, T. D. Spencer, Mair E. M. Thomas, P. de B. Turtle,G p | on ™ 
Wallace, W. M. Walsh, E. R. Winton. "| the C 
Diplomas in Anaesthetics were granted, jointly with the Royal in St 
College of Surgeons of England, to the successful candidates whoge Mr 
names were printed in the report of the meeting of the Royal Co) aot a 
of Surgeons of England in the Journal of Dec. 28, 1946 (p. 1008). the B 
The initials of D. S. Young were wrongly printed in this report, of th 
Diplomas in Psychological Medicine were granted, jointly with the moda 
Royal College of Surgeons of England, to the successful candidates that | 
whose names were printed in the report of the meeting of the Royal speck 
College of Surgeons of England in the Journal of Jan. 18 (p. 121). = s 
Diplomas in Laryngology and Otology were granted, jointly with by | 
the Royal College of Surgeons of England, to W. F. Dickie-Clark peop 
and to the successful candidates whose names were printed in the 2 “ 
report of the meeting of the Royal College of Surgeons of England tod 
in the Journal of Jan. 18 (p. 121). y 
A Diploma in Industrial Health was granted to A. L. L. Silver _ 
and a Diploma in Child Health to N. F. E. Burrows, both jointly | tpore 
with the Royal College of Surgeons of England. for p 
Victo 
2 , ‘ but tc 
Medical Notes in Parliament | “* 
State 
SCOTTISH HEALTH SERVICE BILL aes 
The National Health Service (Scotland) Bill was again before § this B 
the Standing Committee on Scottish Bills on Feb. 4. the w 
On a motion that Clause 4 should stand part of the Bill, Mr 
Mr. WILLIs said members on the Government side of the§ patien 


State would look into the Clause again. It sought to 
into the new system a feature of the present system whi 
Labour men had always opposed—the setting aside 
accommodation for fee-paying patients in hospitals. His 
Party had fought against the introduction of this into the 
Edinburgh Royal Infirmary and have fought against it since 
In practice the Clause would mean that part of a hospital was 
set aside for fee-paying patients. If the patient got there some 
thing which he would not otherwise get this was wrong, and if 
he did not get anything which he would not otherwise get the 
Clause was a swindle. He suggested that on this point the Bill 
might with great advantage differ from the English Act. 

Mr. MCKINLAy said the reason in many cases why people 
got private accommodation wags not because of the nature of 
their illness but because they had a desire for seclusion and 
could pay for specialist treatment. He could not understand 
why the Bill sought to perpetuate the existing system of pay-§! 
ment for specialist services. It had been argued that if specialist 
services were not allowed in private apartments there would be 
a danger that the specialists would not come near the hospital. 
He doubted that. There were hospitals in Glasgow which 
took private patients who paid for the accommodation. He did 
not think that the patients received better treatment. He had 
too great an admiration for the medical profession to believe 
that a specialist’s skill was at the disposal of a person only 
because of the remuneration. In spite of the opposition by 
the British Medical Association the medical profession was 
body of men and women who gave their best to their patient 
without regard to what might come at the end of ‘it. 

Mr. GALLACHER said he could not conceive a situation 
which any hospital with single rooms would not always. ha’ 


Committee desired a definite assurance that the Secretaryiof§ could 
of 
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{5 
these rooms in demand on medical grounds. The Clause 
rovided that such accommodation shuuld be available for 
eying patients only when not needed by any patient on 


medical grounds. 
Criticism of Pay-beds 


Mr. SCOLLAN said the practice of charging for rooms had 

own up over the past twenty-five years. He could remember 
when in almost any hospital in Glasgow a patient was admitted 
without any suggestion of his paying for accommodation. The 
obnoxious practice of fee-paying began when there was grave 
scarcity of accommudation. A specialist who gave his services 
to a hospital found ways of getting his patient a bed if he could 

y for it. People with serious diseases had to wait eighteen 
months while others who could afford to go to a specialist got 
the accommodation. | me 

Mr. BUCHANAN said there was strong feeling in the Trade 
Unions and among Labour members against the Clause, and 


have been critical himself. Under the Bill there were no 
charges at all but a free medical service. If every bed was 
required Clause 4 would not operate. It was not the issue 
that somebody outside could say a person should have a bed 
on medical grounds. The Bill represented a compromise and 
the Committee had better face that fact. Most of the patients 
in Stobhill Hospital were now paying. 

Mr. BUCHANAN said he admitted that the Government would 
aot abolish private nursing homes. These still went on. When 
the Bill began to work there would be among certain sections 
of the population a prejudice which if there were no accom- 
modation of the kind contemplated by Clause 4 would drive 
that type of person into the private nursing home. Some 
specialists became attached to the nursing home as well as to 
the public hospital. The Government thought that if it could 
by this Clause bring that type of person in it would show to 
people prejudiced against it that the State-run hospital could 
be as kind and as open-handed as any private nursing home. 
He thought that after some years of this service scarcely any- 
body would ask for a paid room. It was true that large 
aumbers of poor people who could not pay needed single 
rooms, sometimes because of nervous trouble. Occasionally 
there cropped up someone who desired a room of his own 
for personal reasons. The late Mr. Maxton, who entered the 
Victoria Infirmary, had a single room not on medical grounds 
but to get a little freedom from interference that was not meant 
unkindly. The Government made it crystal clear that nobody 
would be denied a bed. He promised that the Secretary of 
State would look at the Clause again before the Report stage. 
in four or five years when the Bill had started work Parliament 
would have to look at the whole Health Service again because 
this Bill was not the final word. Parliament could then review 
the working of this Clause. 

Mr. CARMICHAEL said the person to decide that the paying 
patient’s case was not so pressing as that of the person who 


without his prejudices. The medical practitioner or specialist 
would say he had examined the requirements of both and there 
was no doubt that one must be admitted, but Labour members 
knew from experience that the person most likely to be 
admitted was the man who could pay. The Bill provided little 
chance of seclusion for the person who was unable to pay. 
He had to be in a ward with twenty-four other people listen- 
ing to music and discussing football pools all the time. The 
future medical service must reduce the size of wards. One of 
the things which had disturbed working-class people for many 
years was the differentiation in treatment afforded to people 
seeking to enter hospitals and after they had entered. 

Col. Exxior said the fundamental point was that it was 
desirable in the long run that all classes of the community 
should be served by these great institutions and that there 
should be no segregation with one section under the State 
Medical Service and another section going to the private nurs- 


ing homes. Labour members seemed to desire that the system 
of private nursing homes should continue. He called that 
undemocratic. 


Need for Privacy 








Dr. STEPHEN TAYLOR said it was because of the physical 


nature of hospital buildings that some priority for existing 


lWiprivate accommodation had to be worked out in both the 
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English Act and the present Bill. 
from serious operations needed privacy, as did dying patients. 
Under the new service they should not allow patients to die 
in the public ward. He thought most people would be prepared 
to pay 5s. or 10s. a week for privacy. 


ment had been desirous of doing what was best. 


Persons just coming round 


Mr. Westwoop said that in framing the Clause the Govern- 
In view of 





if he had been sitting elsewhere in the Committee he might = 


could not,.pay. was the medical.-administrator. »He was not | 





the assurance given by Mr. Buchanan he asked the Committee 
to agree to the Clause. 

Mr. GALLACHER said he had never heard anything so absurd 
as the suggestion that an Act of Parliament should provide 
how to decide the use of rooms standing empty in a hospital 
if they were not needed for medical cases. Mr. Herbert 
Morrison was in a private room of a London hospital. Why 
should he have to pay? Clause 4 was then ordered to stand 
part of the Bill. 


Charges for Private Patients 


Col. ELLIOT moved an amendment to Clause 5 to ensure 
that the charges to be prescribed as payable for patients receiv- 
ing special accommodation should take account of any revenue 
from endowments or other sources destined for the up'sep of 
such accommodation. He said the Bill as it stood proposed 
that the charge should cover the whole cost of the accommo- 
dation. In contrast with the English Act the Scottish Bill pro- 
posed that hospitals should retain the revenue from thei 
endowments. Those who were willing to make further endow. 
ments might well be attracted by the possibility of providing 
help for those suffering ‘from some ailment requiring special 
services. 

Mr. WEsTwoop said the amendment had been moved with- 
out taking Clause 8 into consideration. He would give the 
Endowments Commission no instructions of any kind except 
to keep in mind the intention of the donor. He expected the 
Commission to consider al! relevant factors when dealing with 
endowments. 

Mr. J. S. C. Rep said that as the Bill stood the Commission 
was deprived of a free hand because under Clause 5 it was 
not permissible to diminish the full cost of the paid block by 
taking off something provided by the endowments. He agreed 
that paying wings in large hospitals were generally superior to 
nursing homes. Therefore such wings should be encouraged 
As the middle classes always came off worst in what was called 
“ progress ” it would not be a bad thing that persons should 
be allowed to assist them if they wished to do so. If the Clause 
remained as it stood it would be impossible for a charitable 
donor to say that people in a certain district or people — 
ing to a certain profession should be assisted in a hospital. 

Mr. Westwoop said this would not be impossibie because 
the Government was trying to safeguard anyone desirous of 
providing something more than the State provided. There wa: 
no legal impediment to his receiving as Secretary of State 
endowments on the lines now suggested. 

The Lord Advocate (Mr. G. R. THOMSON). said he doubted 
whether there would be any endowments which would cove; 
the situation contemplated under Clause 5. There might be 
endowments covering the situation contemplated under Clause 4. 

Mr. Ret said at present there were nursing homes not con- 
ducted for profit because they were subsidized, and the funds 
of these would fall mer under the Bill. 

The Lorp ApvocaTEe said that the existing endowments 
which would go to the Commission were .endowments to- 
wards providing additional amenities Vand’ | briva ’ under 
Clause 4. He was prepared to look into the point. which 
Mr. Reid had made about benefactions to alleviate: the posi- 
tion of nursing home patients in State hospitals. He. recog- 
nized that Clause 5 might be read to say that the whole cost 
of the accommodation had to be charged. ; 


Principle of Equal Treatment 


Dr. MorGaN said the point was not purely legal but involved 
a great social change. The whole basis of the principle of 
equal treatment would be destroyed if some man could leave 
an endowment in order that certain individuals of a certain 
class’or a profession or a religion should have the right of 
going into certain wards and if payment were made from the 
Endowment Fund for the treatment and services given to those 
people. Did membets wish a rich Catholic to give an endow- 
ment for an annexe in which only Catholics would be allowed? 
Or suppose some rich doctor who had made money through 
exploiting a drug which he had discovered wished to endow 
an annexe or a ward and keep it generally for the pro‘‘ession. 
Was that to be allowed under the Bill? 

Mrs. MANN said that in Norway and Sweden the State 
hospitals had gradually eliminated nursing homes, which had 
become fifth-rate: All the best surgeons and specialists were 
in the big hospitals and an ever-increasing flow of the rich 
took advantage of the State hospitals. Similarly. in Scotland 
patients would gradually flow to the State hospitals. The 
amendment would bring radiologists’ and other equipment to 
some patients ‘but not to the general ward. assuming opti 
mistically that some people would still have some money a 
this Labour Government had been in office for some years. 
Medical science had always been for all. Clause 7 laid it down 
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that the board of management of a hospital should determine 
how donations should be used but the Clause under discussion 
enjoined the Secretary of State to have regard to a donor who 
wanted to throw his money in this direction. 

In view of an undertaking given by Mr. Buchanan to look 
into the matter and to meet one of the points concerned Col. 
Elliot withdrew his amendment. 

Cmdr. GALBRAITH moved an amendment to make applicable 
to all medical men the provision that the Secretary of State 
could permit any medical practitioner serving in an honorary 
or paid capacity on the staff of a hospital to make arrange- 
ments for the treatment of private patients of such a practitioner 
it a particular hospital. He said this widening of the scope of 
the Clause was necessary in the early stages of the National 
Health Service. It seemed wrong that a person who was pay- 
ing for this service and also paying for a doctor of his own 
should not be allowed to have the service for which he paid 
through his subscriptions to the National Health Service. It 
should be possible for him to be admitted to the hospital for 
which he was contributing and stiil to be treated by his own 
doctor notwithstanding that this doctor had not seen fit to 
enter the Service. , 

Dr. MorGaAN remarked that this did not happen now. 


Administrative Chaos 


Mr. Westwoop said if the amendment were accepted it would 
open the hospital.to every doctor, including those who were 
not engaged in the State Service and were hostile to it. This 
would lead to chaos in administration and he could not accept 
the amendment. 

Mr. REID pointed out that a patient was entitled to bring 
into a hospital in Edinburgh a surgeon not connected with any 
National Health Service hospital in that city but with a hospital 
in some other part of Scotland. Yet a doctor who had no 
connexion with the hospital at all was not entitled to come in. 
In those conditions Mr. Westwood’s argument was nonsense. 

Dr. TaYLor said there was no register of specialists and the 
qualification was to be on the staff of some main hospital. 
The amendment proposed by Cmdr. Galbraith was strongly 
backed by the British Medical Association because that body 
largely represented the general practitioners, who were. at war 
in a mild way with the specialists, who were demanding the 
right to get into the hospitals because they would then collect 
a great deal more money. Patients would suffer because part- 
time surgery done once a week was not good surgery. 

Mr. THORNTON-KEMSLEY pointed out that the Clause was 
permissive but not mandatory. If the entry of these doctors 
into the hospitals would lead to administrative chaos the 
Secretary of State could prevent it. 

Dr. Moraan said that if any general practitioner was on the 
verge of being a recognized specialist he should get on to the 
staff of his local hospital. In parts of Great Britain general 
practitioners were doing excellent work on the staffs of many 
hospitals and indeed better work than some of the specialists 
in well-known specialist hospitals. Under the present system 
it had already been found unworkable to allow any general 
practitioner to come to a hospital and treat his patient. Dr. 
Taylor had said that this procedure would receive the blessing 
of the British Medical Association. That was not so. The 
British Medical Association was anxious that general practi- 
tioners should have the right to see their patients in hospital, 
but only in consultation with the visiting surgeons and the staffs 
and not to treat them except in rural hospitals where a general 
practitioner had a- specialist standing. To give a uniform 
standard of treatment to patients in hospitals a general practi- 
tioner could not be allowed at the wish of his patient to come 
to the hospital and treat the patient as he liked. Some doctors 
were in favour of treating cancers by the application of plasters. 

The amendment was rejected by 29 to 13. 


Ceiling for Plums 


Mr. Rem moved as a further amendment to Clause 5 to 
leave out from subsection 2 the final section which provided 
for maximum charges to be made by specialists who were 
engaged under private arrangements by patients in paying 
blocks who were prepared to pay the whole of the charges 
for their treatment, including those of the specialist. He said 
that on the English Bill a proposal for a simlar omission had 
been rejected and he recognized a certain difficulty in view of 
the integration of the profession in having different systems 
in England and Scotland. Nevertheless it was a pity that 
Parliament should impose a cei'ing. The more the medical 
profession was deprived of plums by heing prevented from 
overcharging the very rich the less opportunity it would have 
of giving service to others at cheap rates. If there was to be 
a ceiling in Scotland it should be the same as the English 
ceiling, which would be high. 








Mr. WEstwoop said he would try in the administratio E 
through the Regulations to dovetail with the Englis = 
~ — o amendment. — ae 

ir Basil NEVEN-SPENCE said the provision was a 
the Bill and was perhaps intended to put a ceiling a 
specialist's income or as the thin end of the wedge to estab. 
lish a whole-time salaried specialist service. The Clause. 


referred to specialist service but the definitions in the Bij} | 


made no reference to spevialists. He suspected th 

Mr. Westwood had in mind was another deen, the ‘coun 
ants. There was a very deep distinction between the . 
sultant gs ordinarily understood by members of the professidt 
and the specialist. The Bill put great pressure on both to 
come into the Service. Why then depress the prospects of 
these men by the discouraging proviso in Clause 5? 

The amendment was negatived. On the motion that the 
Clause stand part of the Bill Mr. McKiNtay said Clause 5 
was even more offensive than Clause 4. If Mr. Westwood 
desired to avoid unpleasantness the Labour members of the 
Committee asked him to look at the Clause to see if it could 
be made less offensive or be eliminated altogether. There 
might be a possible justification for the Clause if there were a 
surplus of accommodation, but there would not be ample 
hospital accommodation in Scotland during Mr. Westwood’s 
lifetime. 

Mr. Westwoop said he was willing to look into the matte; 
before the Report stage. The discussion was then adjourned, 


Ideological Healing 


Discussion of Clause 5 was resumed on Feb. 6. In response 
to inquiries by Mr. GALLACHER and others Mr. Westwoop 
repeated his assurance that he would sympathetically reconsider 
the Clause. He said that together with other clauses dealing 
with hospitals it was designed to get the best results possible 
from the working of the new Health Service. The ideal of a 
Socialist Commonwealth could not be attained now and some 
of the things in the Bill were a compromise with reality. As a 
realist he had to face what he knew were the facts. There 
would be a shortage.of consultants and specialists for some 
time and he desired to get the full benefit of these specialists 
in working the Service in Scotland. He could not agree to the 
Clause being dropped at this stage. He must have time to see 
how, if the Clause were withdrawn, the service he sought to 
provide would be affected. Even if the Clause remained in 
the Bill it would not affect the existing accommodation for 
public patients. It was not a mandatory Clause and did not 
impose a duty on the Secretary of State. 

Mr. J. S. C. Ret said that if Mr. Westwood gave way on 
this he would wreck the whole of the hospital part of the Bill. 

Mr. SCOLLAN said there was nothing so foolish as bringing 
in ideological points of view in regard to the healing of the 
sick. When one sent for a doctor one did not ask if he was 
bringing a Socialist cure or a Tory cure. It was not well known 
that the most influential section of the medical profession stood 
out for this Clause not only in this Bill but in the English 
Act. He was not frightened by the argument that the deletion 
of the Clause would induce a great development of private 
nursing homes. To set up a well-equipped private nursing 
home to-day required a tremendous amount of capital. An 
obnoxious feature of the Clause was that it did not tell what 
percentage of the accommodation in any hospital would be 
set aside. Nor was there any guidance on what was likely to 
be the charge. In this Clause the Committee was giving 3 
blank cheque. 

Mr. N. MACPHERSON said the one service where differentia- 
tion should be made was in the mental hospital service. 
for no other reason this Clause would be justifiable becaus 
of its effect im the case of mental hospitals. In_ treating 
mental conditions it was essential that the patient should be 
in surroundings to which he was accustomed. How could 
differentiation be made except by payment? 

On a division the Clause was approved by 29 to 2. he 
minority were Labour members. 


Transfer of Voluntary Hospitals 


Col. ELLtiotT moved to alter Clause 6 so that interests an¢ 
premises forming part of a voluntary hospital should be vested 






not in the Secretary of State directly but in boards of manage b 
ment constituted under the Secretary of State. He suggested 


that the discussion should also cover an amendment } 
Mr. Reid to leave out subsect‘on 2 of Clause 6. Col. Ellie 
remarked that local authorities took pride in the ownership 


of the great undertakings which they administered but did‘ not 


take the same interest in properties or undertakings which real 
belonged to someone else. His friends desired the public bodie 
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— tary of State appointed a committee to run a property when premises which had been requisitioned for one purpose 
which would vest in them the corporate spirit in running were, on becoming surplus, hawked about: among all Govern- 


roperties would be more enhanced than if the property 
- He ae Sin the Secretary of State, which in practice would mean 

Andrew's House. , 

Mr. BUCHANAN said that if the amendment were accepted the 
estab. | structure of the Bill would be destroyed almost at once. If the 
lause | State maintained the hospitals it must have responsibility for 
Bil |. them and could not hand over to a body which was not 
: responsible to the Government. If the amendment were 
carried the whole of the Bill would have to be remodelled. 
The State might decide that a hospital had ceased to serve 
a useful purpose but if its ownership had been handed over 
the State must continue to pay the whole cost. 

Sir JoHN GRAHAM KeErR said that only by increasing the 
powers of what was called local government could they check 
the downward progress of democracy. He had lived in Glasgow 
and knew how proud citizens were of the great municipal 
hospitals for infectious diseases or mental ailments, yet it was 
proposed to take away these treasures of local government. 

Mr. SOMERVILLE HASTINGS said he was sure the Committee 
wished the people of the locality to be interested in their 
hospital. It was good for the workers in the hospital to feel 
that their work was so appreciated. He thought the hospitals 
would be just as much appreciated even if they were owned 
by the Secretary of State and not by a committee of 
management. 

Mr. McKee said he understood the intention of the Scottish 
Office was that the boards of management to be set up under 
the Regional Boards should so far as possible seek to make for 
continuity and to maintain local connexions and interests. 

Mr. REID pointed out that in Scotland neither voluntary 
schools nor local authority schools were vested in the Secretary 
of State, and yet Mr. Buchanan fulfilled admirably his responsi- 
bility for maintaining a proper system of education in Scotland. 

By 31 votes to 17 the Committee decided that the voluntary 
hospitals should be vested in the Secretary of State. On the 
motion of Mr. BUCHANAN this was made more definite by 
adding the words “for Scotland.” 


Buildings Not Required 


Sir Basil. NEVEN-SPENCE moved to insert that if it should 
be found within two years of the date of transfer that the 
buildings were not required for providing hospital and specialist 
services they should, where practicable, be handed back to the 
previous owners free of charge. He said that just before the 
war the people of Orkney raised £20,000 to extend their hospital 
buildings. These buildings, which would now go to the State, 
were really out of date and it was not likely that they would 
be used as hospitals. The community was anxious that the 
buildings should revert to the bodies which now governed them 
so that they might be used for other purposes. a 

Mr. BUCHANAN said he could not accept the amendment but 
he could give some assurance on the matter. The management 
committees of the voluntary hospitals ceased when the Govern- 
ment took over the hospitals. Two years afterwards buildings 
could not be handed back to committees which in the case of 
the voluntary hospitals would cease to exist. With present 
building restrictions two years was far too short a time in 
which to see what was redundant. In any case the manage- 
ment body of a voluntary hospital was never the owner but 
only the trustee for the people who had raised the money. If 
the buildings were found to be redundant the Secretary of 
State, as an ordinary business transaction, would give the local 
authorities the first chance of taking them over. Buying might 
not be necessary. It might be possible to have an interchange 
of sites. With regard to voluntary hospitals the Government 
view was that wherever possible a place which became redun- 
dant ought to be fitted into the hospital scheme. If it could 
Id beg 20t so be fitted it should be used in some other manner for 

the general welfare of the community. 

Mr. HENDERSON STEWaRT said that although a voluntary 
Ahospital might cease to function the trust might remain and 
might have other purposes for which the building concerned 
would be useful. 

Mr. THORNTON-KEMSLEY pointed out that under Clause 9 (1) 
s and the definition of hospital was extended to include any clinic, 
vested| dispensary, or out-patient department at which treatment 
snage4 CY medical or dental practitioners was provided. Under 
cested| Clause 9 (4) premises were included which were not at 
st py Present used as a hospital; so were the sites of proposed 
Elliot buildings, war-damaged buildings, and sites which had been 
ershig Cleared altogether. Only after the Secretary of State had 
‘4 nél surveyed the needs and resources of Scotland as a whole, and 
reall after the Regional Board had looked at all these properties, 
nodie would the Secretary of State be able to see what hospitals were 
ant redundant. Members of the Opposition wished to be assured 
spitalgee2inst what happened in Government departments to-day, 
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ment departments and not handed back to the people from 
whom they had been acquired. 

_ Mr. SCOLLAN cited the case of the Royal Alexandra Infirmary 
in Paisley, which was built by the subscriptions of the people 
in the town and surrounding districts. If they discovered that 
they could dispense with that building would be it be returned 
to the town of Paisley? 

Mr. BUCHANAN said Yes. The Government would try to use 
the hospital building for a suitable general local purpose which 
would in some way commemorate the use to which the build- 
ing had been put previously. If the local authority was the 
only body which could take over and run the Paisley Infirmary. 
then they would get it. The Government had considered the 
position of hospitals in Scotland and found that very few were 
run by trustees. Most were run by a committee of subscribers 
and by a number of workpeople who were elected separately. 
Therefore there were no continuing bodies of the type which 
Mr. Henderson Stewart had suggested. In his view the admini- 
strative machine would have the final say. The important 
thing was to see that the machine worked with humanity and 
efficiency. 

The amendment was withdrawn. Mr. Reid then moved to 
— = subsection (2). This proposal was defeated by 

to . 


Denominational Hospitals . 


Cmdr. GALBRAITH moved to amend subsection 3 to ensure 
that nothing: was taken over unless it was essential to the 
Service, and also to forbid transfer unless the hospital could 
be maintained in its existing form. He pointed out that a 
number of hospitals could be maintained although they were 
not taken over. These included such institutions as homoeopathic 
hospitals and denominational hospitals. 

Mr. BUCHANAN thought that the substitution of “ essential ~ 
for “ required” would make no difference because the matter 
would be left to the Secretary of State to interpret. 

Mr. Rei said that Mr. Buchanan had declared in effect that 
he would not take over hospitals unless it was essential. There 
were a number of small hospitals highly regarded by small! 
sections of the community who wished to maintain them for 
their own purposes and were willing to pay for them. He 
understood from what Mr. Buchanan had said that these 
hospitals would be able to carry on their duties under private 
management. 

Mr. BUCHANAN retorted that he did not say that at all. 

Mr. Rem thought that Mr. Buchanan intended to give ap 
assurance to those who ran hospitals which were not essentia) 
for the working of the Service but were in the hands of 
religious or other bodies, strongly supported by a portion of 
the population and catering for it. He was sure the Committee 
desired such an assurance to be given. 

Mr. BUCHANAN said Mr. Reid’s second statement came closer 
to the Government’s intention. If the Government found that 
a place was not required or was not essential it would not 
take it over. 

Mr. THORNTON-KEMSLEY said there were many institutions— 
nursing homes, if Mr. Buchanan chose so to describe them— 
which were not run for profit but were endowed for certain 
specific purposes. He asked Mr. Buchanan to consider pub- 
lishing after the Bill became law a list to give some assurance 
ers he did not intend to take over such and such a nursing 

ome. 

Mr. BUCHANAN said he would look into that suggestion. 

Mr. Hastincs thought that very few hospitals would not be 
required. He hoped the Secretary of State would use every 
hospital he could and that where its special character could be 
continued under the scheme that would be done. 

Mr. MACPHERSON warned Mr. Buchanan that if he took over 
more hospitals in the smaller burghs of Scotland these small 
burghs would start subscribing to new ones and would insist 
on having their own show. 

Sir THomMas Moore said that on the west coast of Scotland 
a great number of retired nurses had started small nursing 
homes which were well run. These women were anxious to 
know whether they would come under the Clause. 

Mr. BUCHANAN said that a nursing home carried on for profit. 
even a small profit, would not come under the Bill. The 
amendment was then withdrawn. 

Mr. Reid moved to leave out the words “before the 
appointed day” from the provision dealing with the Service 
by the Secretary of State of notice on a governing body or a 
local authority that a hospital would not be required. He said 
the appointed day was only a year away and there might not 
be time to consider all these things. He suggested that Mr. 
Buchanan should agree to leave over such decisions until June 
or July, 1948. Mr. BUCHANAN said he would look at this point. 
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Measles in Belfast 


The present epidemic of measles began in Belfast at the end of 
October, 1946, being true to type in this respect. The previous 
epidemic in 1944-5 was unusual in that it started in early 
summer. Weekly notifications of first cases in the household, 
with the corresponding figures for two years ago, are as follows: 














1946-7 1944-5 
Week ending Notifications Notifications 
Nov. 2 32 143 
o 9 23 200 
~- De 43 187 
jo ae | 47 258 
a a i 106 259 
Dec. 7 j 179 264 
o | 219 245 
— 349 245 
» 28 325 (78 
Jan. 4 758 278 
on 755 231 
oa 889 106 
oe ae 910 140 
Feb. 1! 760 115 
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The type of case is of moderate severity, and most of the deaths 
have been due to bronchopneumonia. 


Discussion of Table 


in England and Wales an increase in incidence was recorded 
tor measles 584, scarlet fever 60, cerebrospinal fever 36, and 
dysentery 25. The only disease which was less prevalent was 
whooping-cough, with 41 fewer notifications. 

The largest rises in the notifications of measles were those in 
Lancashire 409, Yorkshire West Riding 130, and Middlesex 
128; the largest falls occurred in Northumberland 149 and 
Durham 112. There were only small variations in the local 
trends of scarlet fever, notably a decrease in incidence of 25 
m London and an increase of 23 in Warwickshire. The only 
change of any size in the notifications of diphtheria was a 
decrease in Durham 11. 

The largest fall in cases of whooping-cough was that of Lan- 
vashire 77, and the largest rises were London 38 and 
Staffordshire 33. 

The outbreak of dysentery in Hertfordshire, St. Albans R.D., 
flared up again. ¢ notifications for the past three weeks 
were 24, 5, and 20. 

Over half of the counties had a case of cerebrospinal fever, 
‘he largest returns being those for London 13, Lancashire 5. 
Yorkshire West Riding 7, and Warwickshire 6. 

In Scotland a decrease was recorded in the incidence of 
whooping-cough 82, acute primary pneumonia 46, and scarlet 
tever 22. Notifications of dysentery rose from 17 to 32, the 
uncrease being largely due to the experience of Edinburgh, where 
the cases increased from 5 to 16. 

In Eire there was a decrease in the incidence of measles 37 
and of diphtheria 18. 


Sickness Survey 


A brief summary of the results obtained by the Social Survey 
luring March to May, 1946, published in the Monthly Bulletin 
wf the Ministry of Health and the Public Health Laboratory 
Service (Jan., 1947, p. 4), shows that a slight increase in the 
imcidence of minor illness has occurred compared with the 
preceding years. The proportion of people aged 16 to 64 
who recalled having suffered from any illness, ailment, or 
injury during the three months preceding the interview was 
33% in February, the highest rate so far recorded. The rate 
Jeclined to 78% in May and June. In 1945 the proportion 
fell from 82% in March to 73% in June. The percentage 
morbidity for serious, moderate, or mild illness ranged from 
7.4 in January to 4.0 in May and for minor or ill-defined causes 
from 32.3 in January to 26.6 in March, rising to 31.0 in May. 
About one out of 12 men anj one out of 10 women recorded 
some complaint included in the group of “ functional digestive 
Jisorders.” 

Week Ending February 1 

The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,135, whooping-cough 
1.890, diphtheria 176, measles 13,501, acute pneumonia 1,278, 
cerebrospinal fever 83, acute poliomyelitis 12, dysentery 61, 
paratyphoid 1, typhoid 6. Deaths from influenza in the 126 
great towns numbered 148. 


No.4 
INFECTIOUS DISEASES AND VITAL ST ATISTICs 


We print below a summary of Infectious Diseases and 
Statistics in the British Isles during the week ended Jan, 25 


Figures of Principal Notifiable Diseases for the week and those 4 
sponding week last year, for: (a) nd and Wales (London include 
London (administrative county). (c) Scotland. (d) Eire. (e) Northem Inia?) 
Fi igures of Births and Deaths, and of Deaths recorded under each infec disease, 
are for: (a) The 126 great towns in 1 and Wales (including Lose 
(b) London (administrative county). (c) 16 principal towns in Scotland, 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern @ 
A dash — denotes no cases; a bi space denotes disease not noti 
no return available. ? 
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* Measles and whooping-cough are not notifiable in Scotland, and the 
are therefore an approximation only. 

t Includes primary form for England and Wales, London (administra 
county), and Northern Ireland. 

——— puerperal fever for England and Wales and Eire. 

tis still not possible to publish the return of births and deaths for Eire for the 
yooh ended Oo 26, Nov. 2, 9, 16, 23, 30, Dec. 7, 14, 21, 28, 1946 ; Jan. 4, 1, 
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Medical News 


Any Questions ? 
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A meeting of the Middlesex County Medical Society will be held 
at Central Middlesex County Hospital, Park Royal, London, N.W., 
on Friday, Feb. 14, at 3 p.m., when there will be clinical. demonstra- 
tions and a short paper by Dr. R. Asher on “The Dangers of 
Going to Bed.” 

A meeting of the Medico-Legal Society will be held at 26, 
Portland Place, W., on Thursday, Feb. 27, at 8.15 p.m., when 
Mr. W. Harwood Carlisle will read a paper on “ Alleged Man- 
slaughter by Excessive Violence during Coitus.” 


The Chadwick Trust (204, Abbey House, Westminster, S.W.) 
announces the following public lectures: Feb. 18, 2.30 p.m., at 
26, Portland Place, W., Prof. S. P. Bedson, F.R.S., “ Laboratory 
{nvestigations in the Diagnosis of Virus Infections of Man ”; March 
18, 5.30 p.m., at Westminster Hospital Medical School, 17, Horse- 
ferry Road, S.W., Prof. W. M. Frazer, “A Medical Pioneer in 
Sanitation ’’; May 22, 3 p.m., at Cheltenham Town Tall, Sir Arthur 
MacNalty, “‘ Advances in Preventive Medicine during the War 
of 1939-45.” Admission to the lectures is free and no tickets are 
required. 

The annual meeting of the Court of Governors of the London 
School of Hygiene and Tropical Medicine (Keppel Street, Gower 
Street, W.C.) will be held on Wednesday, Feb. 19, at 5 p.m. 


A series of lectures will be given at the Royal Institute of Public 
Health and Hygiene (28, Portland Place, London, W.) on Wednes- 
days, at 3.30 p.m., from Feb. 19 to March 26, both dates inclusive. 
Admission is free, without ticket. Details will be published in the 
diary column of the Supplement. 


The following radiological meetings will be held in London this 
month: Thursday, Feb. 20, 8 p.m., British Institute of Radiology, 
32, Welbeck Street, W.. discussion on “ Radiation Necrosis” to be 
opened by Mr. A. H. McIndoe, Dr. R. Forbes, and Mr. G. F. 
Stebbing. Friday, Feb. 21, 2.30 p.m., Therapy Section of Faculty 
of Radiologists at the Royal College of Surgeons of England, 
Lincoln’s Inn Fields, W.C., paper by Dr. L. H. Gray and Mr. B. J. 
Banfield, “‘ An Optical Apparatus for Dose Exploration in Multiple 
Field Technique.” Friday, Feb. 21, 8 p.m., Section of Radiology of 
Royal Society of Medicine, 1, Wimpole Street, W., discussion on 
“Carcinoma of the Thyroid ” to be opened by Mr. J. M. Graham 
and Dr. R. McWhirter. 

The next quarterly meeting of the Royal Medico-Psychological 
Association will be held at 11, Chandos Street, London, W., on 
Friday, Feb. 21, when the proceedings will open with a business 
meeting at 10.15 a.m. At 11.30 a.m., papers on “ Psychiatry and 
the Population Problem” and “A Survey of Subnormal Types ” 
will be read by Dr. C. P. Blacker and Mr. R. Caradoc Jones 
respectively. At 2.15 pm., Dr. J. A. Fraser Roberts will read a 
paper on “‘ High Grade Menta) Deficiency in Relation to Differential 
Fertility.” Members who wish to attend the May meeting of the 
Association at Gloucester and/or the annual meeting at Eastbourne 
are advised to communicate with the secretary at 11, Chandos 
Street, W.1, as accommodation is limited. 


To celebrate the centenary of the Chemical Society Sir Harold 


Hartley, F:R.S., will deliver a commemorative address entitled “A . 


Century of Chemistry” before the Royal Society of Arts and the 
Chemical Society at 8, John Adam Street, Adelphi, London, W.C., 
on Wednesday, Feb. 19, at 5 p.m. 

The second International Congress of the International Academy 
of Legal and Social Medicine will be held at Brussels and Liége 
from June 25 to 28, and will be divided into five sections: legal 
medicine in its application to crime, social medicine, industrial 
medicine, medico-legal and social psychiatry, and scientific police 
‘methods. The languages will be English and French. Those who 
wish to present reports or read papers should notify without delay 
the president of the Congress, Prof. Dr. M. De Laet, Faculté de 
Médecine, 7, Rue de la Gendarmerie, Brussels, or one of the general 
secretaries, Prof. Dr. P. Moureau (47, Rue Villette, Liége) or Prof. 
Dr. F. Thomas (23, Kluyskensstraat, Ghent). 

The Ministry of Health has recently issued the Mental Nurses 
Subcommittee Notes No. 8 (H.M. Stationery Office ; 2d.)... It includes 
tecommendations for revised salary scales of state registered nurses 
and state certified midwives taking mental training, matron of a 
training hospital with fewer than 330 beds, temporary (war emer- 
gency) nurses, observation ward nurses, and ex-Service male student 
mental nurses. 

An aeroplane carrying a ton of anti-plague vaccine to China 
left London airport on Feb. 5. It flew westwards, picking up 
more vaccine in New York. 

Dr. Ernest Wardlaw Milne, of New Barnet, Herts., who died on 
Aug. 4, 1946, aged 70, left £23,749. Dr. Roderick Martin Fraser, 


} of Stornoway, Ise of Lewis, who died on Oct. 8, 1946, left £9,476. 








Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Dermatitis Herpetiformis 


Q.—Is there any satisfactory treatment for dermatitis herpeti- 
formis? A male patient aged 60 has suffered from it for sia 
years. Quinine, arsenic, purgatives, and intestinal disinfectants 
orally, arsenic intravenously, bismuth intramuscularly, high 
colonic lavages, ultra-violet therapy, and numerous applications 
locally have all been tried without success. The patient is 
steadily getting worse. 


A.—Dermatitis herpetiformis may be due to a virus or Ww 
some other, as yet undiscovered, cause, and in this sense there 
is no specific treatment. However, in spite of a certain natural 
periodicity in the waxing and waning of signs and symptoms. 
this affection is without question considerably influenced by 
variations in constitutional health and tone, especially emotional 
tone. Attention should therefore be paid to this aspect of the 
problem ; adjustment to life should be as ‘good as possible: 
work should not be too laborious or fatiguing ; nervous anxiety, 
stresses, and strains should be avoided. A prolonged care-free 
holiday may do much good. , 

There are a number of measures which will give temporary 
periods of relief. Sulphapyridine (0.5 g. t.d.s.) has a dramatic 
effect, and provided precautions are taken against renal irrita- 
tion and a watch is kept for toxic effects it can be continued 
over long periods. Pyrexial shock therapy generally gives more 
or less relief for six months or more. Suramin (B.P.) 0.5 to 1 g 
intravenously, weekly, for a course of six injections is often 
effective. lodides must be avoided, bromides may aggravate 
the trouble, but phenobarbitone may be employed. At the age 
of 60 it is important to be sure that the affection is not 
pemphigus. The transition from dermatitis herpetiformis te 
pemphigus is not uncommon in the elderly. 


Shrinkage of the Gums 


Q.—I have come across many individuals who, although 
they have, perfectly healthy teeth, manifest a definite shrink- 
age of the gums, exposing parts of the necks of the teeth 
This exposure makes the tooth extremely sensitive to tempera- 
ture changes. Is there any treatment which would encourage 
the growth of the gums? 


A.—There is, unfortunately, no treatment which will make 
the gum tissue became reattached to the tooth once this attach 
ment has been lost. The cementoblasts lie on the outside of 
the cementum and when the gingival attachment recedes the 
cementoblasts die. The exposed cementum therefore becomes 
non-vital and the living gingival tissues cannot become re- 
attached. Emphasis should be placed on halting the condition 
at whatever stage it has reached since the original attachment 
cannot be restored. 


Hyperhidrosis 


Q.—(i) A patient perfectly fit physically, though perhap: 
somewhat overworked, complains of excessive sweating in the 
axillae. (ii) Several patients complain of excessive sweating 
(a) in hot weather or in any hot surroundings ; (b) after violenr 
exercise ; and (c) at night while in bed, or at a dance. These 
patients are healthy men of the athletic type. Is there any 
treatment ? 

A.—{i) Axillary sweating is emotional in origin, and the 
essential investigation and treatment must be along psycho- 
logical lines. Symptomatic treatment may include pheno- 
barbitone 1/4 gr. (16 mg.) b.d. and belladonna. Locally. 
astringent lotions such as aluminium acetate (2-4%) or sodium 
hexametaphosphate (10%) or, if malodorous, sodium bicarbon- 
ate (25%) are recommended. Fractional doses of x rays 
through 1/2-]1 mm. aluminium filter are sometimes helpful. 
but must be employed with caution under the direction of a 
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dermatologist. (ii) Though aggravated by heat and exercise, of 100. It is rarely necessary to repeat the dose, and then 


the excessive sweating in these cases is dependent upon 
emotional instability as in the axillary cases. Treatment is 
along the same lines except that greater reliance must be placed 
upon the general approach and internal treatment. The follow- 
ing dusting powder on hands, feet, and flexures after bathing 
may be advised: 


B 
Sod. hexametaphosphate 5% 
Acid. salicyl. a 2% 
Zinc oxide 
Talc 
Acid. bor. aa ad 100 


M ake a ‘powder 


Adiposity in Young Boy 
Q.—A boy aged 9 weighs 9 st. 2 lb. (58 kg.) and has a waist 
eneasurement of 39 in. (0.96 m.), which .is rapidly increasing. 
! would be glad of any suggestions for treatment. 


A.—There is not sufficient evidence in this case to make a 
diagnosis more specific than simple adiposity. This may be 
constitutional and familial, or it may be associated with infantile 
genitals, in which case a diagnosis of Fréhlich’s syndrome would 
come into question. This disorder, however, is much rarer 
than is generally supposed. The adiposity might also follow a 
hypothalamic lesion, and it is not generally realized that this 
may be present after encephalitis (often unrecognized) occur- 
ring during the course of one of the specific fevers—e.g., scarlet 
fever or measles. The treatment is that of adiposity in general 
—namely, diet, thyroid, and diuretics. There is no specific 
hormone therapy for adiposity. 


Mandelic Acid Treatment 


Q.—Is mandelic acid likely to produce any ill effect if taken 
indefinitely for the control of chronic Bact. coli infection (pro- 
static)? Sulphonamides are as efficient,.but there is a relapse 
of acute symptoms from seven to ten days after stopping 
either drug. Any advice as regards further treatment would 
he acceptable. 


A.—So long as this patient has a focus in his prostate he is 
liable to recurrences of urinary infection. Treatment in the 
form of prostatic massage and possibly rectal diathermy should 
therefore be persisted in. If attacks are associated with renal 
symptoms intravenous pyelography should also be carried out. 
Mandelic acid will not have any ill effects provided that renal 
function is good. The chief objection to mandelic acid treat- 
ment in cases of impaired renal function is that it is associated 
with a reduced intake of fluid, and with a risk of uraemia in 
the more serious cases. It would seem that this risk is very 
small in the present case. 


Partially Adherent Prepuce 


Q.—A boy aged 4 months has the prepuce firmly adherent 
to the under surface of the glans. There is no phimosis and 
the foreskin pushes right back quite easily on the dorsum and 
laterally. The mother is anxious to have the boy circumcised. 
Is this necessary ? 


A.—It is not necessary to circumcise this child. In course of 
time the prepuce will become less adherent if the mother applies 
occasionally a little cream and gently massages it back. It is 
unlikely that anything further will have to be done, and in any 
case it should not be done now. 


Penicillin Treatment of Gonorrhoea 


Q.—In treating gonorrhoea by a single massive dose of peni- 
cillin what is the usual amount given, and is it advisable to 
repeat it in two or three days? I have to treat a man, aged 
35, suffering from gonorrhoea of four weeks’ duration, whose 
condition has not responded to a full course of sulphonamides. 

A.—A single injection of 200,000 Oxford units of penicillin 
in oil—beeswax, as supplied by several leading chemists, should 
effect the cure of gonorrhoea in something like 95 cases out 


4 


if the discharge persists for more than a few days and ZONOCO¢g} 
can still be demonstrated. The usual tests of cure should be 
carried out for three weeks at least, and a blood test for 
syphilis done at three months and again at six months to 
exclude a possible double infection. 


Sebaceous Cysts 


Q.—A man of 25 is suffering from multiple sebaceous cysts of 
the neck. Some of the cysts were excised, but the majority 
had to be incised and drained. Otherwise the patient is healthy, 
has no seborrhoeic condition of the skin or scalp, and no local 
irritation by clothing. Apart from surgical treatment a skin 
specialist suggested penicillin. The patient received 360,009 
units parenterally, and the local application of penicillin cream, 
sulphathiazole ointment, and coal-tar ointment with no effec, 
Would a course of staphylococcus vaccine prevent the sepsis 
or would x-ray treatment be advisable to prevent the recurrence 
of the cysts ? 


A.—Sebaceous cysts are naevoid in origin, and only surgical 
removal is effective. All other measures mentioned in the 
question are valueless. The ideal method of treatment is to 
make a wide horseshoe incision and reflect the skin, removing 
the cysts intact from the under-surface. Previous incision and 
drainage in this case will make the procedure difficult. 


Intravenous Novocain 


Q.—What is the action of novocain when given intra- 
venously ? 


A.—Novoeain is a proprietary name for procaine. When 
procaine is given intravenously it has an action on the heart 
like that of quinidine and an action on the intestine like that 
of atropine. It is said to have an analgesic effect also. The 
Russians are reported to use it in wounded soldiers as we would 
use morphine. There are no records of a suitable dose for 
intravenous injection, but the B.P. dose for subcutaneous 
injection is up to 1 g. 


“ Dilantin ” (Phenytoin) in Epilepsy 


Q.—A drug called “ dilantin,” discovered in 1937 in America, 
is said to be almost a specific in epilepsy—one American book 
saying: “70% of epileptics remain free from seizures so long 
as they take their daily capsule.” Is this drug used in this 
country, and with what results ? 


.—* Dilantin ” is widely used in this country. Its chemical 
name is sodium diphenylhydantoinate. Its official name is 
phenytoin; and it is sold by Boots under the name of “ eptoin” 
and by Glaxo Laboratories under the name of “ solantoin.” 
It is used with good results, comparable to those obtained with 
phenobarbitone or phemitone, which are the official names for 
“luminal” and “ prominal.” Merritt and Putnam, who i 
duced phenytoin, say that in 142 patients with frequent con 
vulsive seizures not relieved by other modes of therapy 


















phenytoin in doses of from 0.2 to 0.6 g. daily for 2 to 1) 
months gave relief from grand-mal attacks in 58%, greatly 
decreased frequency in a further 27%, and relief from petit 
mal attacks in 35%, with a greatly decreased frequency in 
further 49%. 


Treatment of Acne 


Q.—What is the most recent treatment for acne in a lad 
of 30? Is there any permanent cure? What advice sho 
be given with regard to diet, cleansing, and, particularl 
cosmetics ? 


A.—The “most recent treatment” and “ permanent cure 
are not terms which easily apply to an affection so essenti 
constitutional and diathetic as acne. Causative influences 
endocrine, psychological, metabolic, etc. The question d 
not admit of an answer. It is not stated whether the lady i 
single or married. In single women the condition is uncommon 
in married women, almost unknown. It would be advisable 
consult a dermatologist. In acne, diet should generally be 
the “antiretentional type”; cleansing is by soap and water 
and good cosmetics are harmless. 








n only 
OCOCc} 
uld be 
St for 
ths to 


YStS of 
ajority 
ealthy, 
local 
a skin 
60,000 
cream. 
effect. 
Sepsis, 
rrence 


Irgical 
in the 
is to 
Loving 
mM and 


intra- 


When 
heart 
e that 
The 
would 
se for 
neous 











Fes. 15, 1947 


ANY QUESTIONS ? 


BritisH 
MEDICAL JOURNAL 


283 





Letters and Notes 








Nocturnal Diuresis 


Dr. S. D. Srurton (Streatham) writes: I was interested in 
Dr. Bernard Read’s experiences, in “ Civil Assembly Camps” at 
Shanghai (Jan. 25, p. 168). His experiences are not in keeping 
with my own. I was in Haiphong Road Camp, about five miles 
away from Dr. Read, and our camp was jointly run by the Japanese 
“Gestapo” and Army for so-called “ political prisoners,” but I 
noticed that the frequency of nocturnal diuresis varied greatly with 
the diet. My own camp bed was by a door through which about 
30 others used to pass in the dark on their way to the urinal, so 
[ had good cause to be observant. There appeared to be much 
greater frequency on the nights when we had rice as compared with 
the nights we had beans or other food. There also appeared to 
be a greater frequency in this camp than when we were moved to 
Fengtai Camp, near Peking, where we received millet and brush 
wheat but no rice, although conditions were otherwise much worse 
in the latter camp. Other factors against getting up to urinate at 
Fengtai were the dry heat as against the damp of Shanghai and 
the fact that it was about a quarter of a mile walk to the latrines 
and back from some parts of the camp. 


Artificial Sunlight in Industry 


Dr. L. Scumipt (Linby, Notts.) writes: In the Journal of June 8, 
1946 (p. 890), you were good enough to publish my remarks con- 
cerning Dr. Colebrook’s report on artificial sunlight. These 
preliminary remarks were based entirely on my own previous 
experiments. At the time I promised to expose in detail certain 
failures and shortcomings of Dr. Colebrook’s paper in a later 
publication. May I, therefore, encroach again on the hospitality 
of your columns to inform those interested that the above pledge 
has been fulfilled. In an article in the November-December issue 
of the British Journal for Physical Medicine and Industrial Hygiene 
{ have detailed and augmented my previous criticism. On this 
occasion may I again draw attention to the fact that the colliery 
clinic at Kirkby, Notts., where I have carried out my latest investi- 
gations, is not identical with the colliery clinic at Kirkby, Yorks., 
where Dr. Colebrook conducted her experiment. It appears that 
this fact cannot be emphasized sufficiently. Communications received 
from colleagues and also interested non-medicals, including a leading 
member of the National Coal Board, show that an erroneous 
impression still prevails in this respect. 


Precautions against Measles 


Dr. Percy TATCHELL (London, S.W.) writes: In the Journal of 
Jan. 11 (p. 77) a question was put, what should be done to a child 
of 18 months, in a village full of measles, to guard it against 
infection? The answer given omitted to point out the desirability 
of regularly freeing the child’s nostrils of mucus—which could be 
conveniently done by a.swab dipped in warm boracic. lotion. Since 
writing last June suggesting the importance of keeping the nostrils 
scrupulously clean (this I do with soapy fingers daily) as a means 
of preventing colds, I have been trying my best to catch cold and 
have completely failed. According to modern investigation, infection 
entering by the mouth can possibly be dealt with by the saliva, 
which has recently been shown to be a powerful antibiotic, but the 
nostrils are a kind of backwater, with invariably some half-dried 
mucus in situ, in the neighbourhood of which infection can lodge 
and mature. Should this simple expedient prove to be effective 
against colds, why should it not also intercept and abort all air- 
borne infections? 


Underground Rooms 


Under Section 53 of the Factories Act, 1937, the occupier of an 
underground room who proposes to use it as a factory workroom 
must send a notice to the District Inspector of Factories, with 
prescribed particulars, if the room was not so used on July 1, 1938. 
A room used only for storage is not a workroom, and “ underground 
toom ”’ is defined as “‘ any room which or any part of which is so 
situate that half or more than half of the whole height thereof, 
measured from the floor to the ceiling, is below the surface of the 
footway of the adjoining street or of the ground adjoining or 
nearest to the room.” The necessary form (Factory Form 1229) 
may be obtained from H.M. Stationery Office or through any book- 
seller, price 1d. Addresses of the District Inspectors of Factories 
can usually be found in local telephone directories or may be 
obtained from Local Offices of the Ministry of Labour and National 

ce. 
Age and Intelligence 


Dr. Guy Nery (Blackheath) writes: A year ago a certain young 
man passed the Final Fellowship. His father, then aged 63, an 
ex-G.P. and at the time a maior in the R.A.M.C., proud yet dis- 
concerted, told me that he could not let his son “ get away with 


it” and would start to read for the Primary. Within twelve months 
he is a F.R.C.S.Eng. The only coaching he had was from his son, 
whom he describes as “ quite good "; the only reading he did was 
in the evening or late afternoon, after the day’s work. He describes 
the Primary as a “ difficult exam.” and the Final as comparatively 
easy. Has there ever been a Commander Gould on medicine? 
If so, can you supply details? To me this is such ar incredible 
feat accomplished with such quiet dignity and detachment that | 
can think of no precedent in the whole story of medicine. 


Notice to Ships’ Surgeons 


A circular from the Ministry of Transport draws the attention of 
ships’ surgeons to the importance of consulting the Merchant Ship- 
ping Medical Scales before prescribing medical treatment in response 
to a wireless call received from a British ship with no surgeon on 
board. The scales prescribed for such vessels are not included in 
the latest edition of the Ship Captain’s Medical Guide, but must 
be carried on every ship required to carry a surgeon as well as on 
other ships. Ships’ surgeons can, therefore, see what drugs, etc., 
are likely to be available for the treatment of the patient for whom 
they are asked to prescribe. 


Too Much Ephedrine 


J.B. 1. writes: While in a chemist’s shop recently I was surprised 
to hear a lady ask for 200 ephedrine tablets 1 gr. (65 mg.). Question- 
ing elicited that her husband, a sufferer from asthma, took eighi 
tablets as a dose, and that the quantity ordered might last a week 
The lady stated that she had observed no ill effects from this 
drastic treatment, and added hopefully that the patient was going 
back to sea next week and was completely free from the complaint 
while voyaging. It would seem that further restriction might be 
placed on this potent drug if self-medication of this nature is 
commonly practised. 


Cheiropompholyx 


Dr. H. C. De PENNING (Portsmouth) writes: Regarding the severe 
case of cheiropompholyx referred to under “* Any Questions” in 
the Journal (Jan. 18, p. 123), I have found the following treat- 
ment effective: Avoidance of soap and water and the use of a 
20% emulsion of benzyl benzoate morning and night. Where patients 
were compelled to use soap and water, such as housewives who do 
their own washing of dishes, I advise using the emulsion immediately 
after the use of soap and water, first carefully drying their hands 
There were no clinical signs of scabies in these cases. 


Treatment of Priapism 


Dr. A. E. CarsserGc (Parkstone, Dorset) writes: Referring to the 
inquiry under “* Any Questions" (Jan. 11, p. 78) on the treatment 
of priapism, I suggest that before adopting any severe treatment a 
trial should be given to 5-gr. (0.32-g) doses of potassium iodide 
3 or 4 times daily. This appeared to be effective within 24 hours. 
after having tried various other remedies, in a case I had twenty 
years ago. I searched ‘the British Medical: Journal for many ryears: 
back before finding this suggestion. 


Shadows Under the Eyes 


Dr. BERNARD SWeETMAN (London, N.W.11) writes: Excluding 
individuals suffering from gross organic disease, what are the causes 
of “ shadows ” under the eyes seen in apparently healthy people? 
On close examination enlarged veins may sometimes be seen beneath 
the lower eyelid. What is the physiological basis for this? 


Corrections 


Dr. T. R. AynsLey (Bournemouth) writes: In my letter (Feb 1, 
p. 194) the word “ back-out ” should read “lock-out.” The words 
“ British hospitals” should read “British Hospitals Association.” 

In the obituary notice of Dr. R. V. de Acton Redwood (Feb. 8, 
p. 236) it was wrongly stated that “ Dr. Redwood married a York- 
shire lady, a Miss North.” Mrs. Redwood, to whom our apologies 
are due, was formerly Miss Masters of Doncaster. 
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EDITOR, British MepicaL Journal, B.M.A. House, TAVISTOCK Square, 
Lonpon, W.C.1. TeLepHone: EUSTON 2111. TELEGRAMS: Aitiology. 
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Authors over-seas should indicate on MSS, if reprints are required, as proofs 
are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement Manager, 
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B.M.A. Scottish OFFICE: 7, Drumsheugh Gardens, Edinburgh. 
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TRADE UNION MEMBERSHIP 


The following corrections are made to the list of local 
,authorities requiring employees to be members of a trade 
union or other organization : 


Delete from County Borough Councils: York, Salford; 
= em Non-County Borough Councils: Erith, Newcastle-under- 
_yme. 

Add to County Borough Councils : West Bromwich (limited 
fo new appointments); to Non-County Borough Councils ; 
Heston and Isleworth ; to Urban District Councils: Portslade. 


! 








Association Notices 


Branch and Division Meetings to be Held 


GREENWICH AND Deptrorp Division.—At Miller General Hos- 
pital, Greenwich, Wednesday, Feb. 19, 8.30 p.m., Clinical Evening. 

RICHMOND Division.—At Royal Hospital, Richmond, Friday, 
Feb. 14, 9 p.m. Sir Alexander ing: Penicillin. 

SUNDERLAND Division.—At Sunderland General Hospital, Friday, 
feb. 21, 8 p.m., Clinical Demonstration by Drs. D ‘ Robb. 
J. R. Beal, and J. Seed. Address by Mr. T. Pomfret Kilner: 
Reconstructive and Reparative Surgery. 


Meetings of Branches and Divisions 
LINCOLN DIVISION 

A general meeting of the Division, to which all practitioners in the 
area were invited, was held at Lincoln on Jan. 21, with Dr. W. V 
Semple in the chair. Thirty-one members were present. 

Copies were circulated of a letter from the secretary of the County 
Hospital in reply to representations made to him that practitioners 
should be able to refer patients direct to special departments at the 
hospital for x-ray, pathological, and other examinations, without 
their first being seen by a member of the hospital staff. The gist of 
the letter was that the E.P.S. laboratory was open to any practitioner 
‘for pathological examinations, but a small charge was made for 
them. With regard to the x-ray department, however, the suggested 
procedure used to be in force at the hospital, but had had to be 
abandoned owing to the extra work involved. It was not practicable 
to reintroduce the system. 

The chairman then o a discussion on the amended recom- 
‘mendation which the Council was to submit for approval by the 
Representative Body, and he gave a synopsis of the Minister of 
‘Health’s reply to the letter from the Presidents of the Royal Colleges. 

brisk discussion ensued in which Drs. Maiden, Morey, Sharrard, 
‘O’Brien, Ritter, Lillicrap, A. H. Briggs. Maclure, Fennell. and Wray 
took part. Some speakers felt that, by maintaining a firm attitude 
-and refusing to negotiate, further concessions might be obtained from 
the Minister, but the majority supported the resolution, laying 
-emphasis on the phrase “ the possibility that discussions may lead to 
further legislation is not excluded.” Dr. Sharrard proposed that our 
representative support the recommendation, and this was seconded 
by Dr. Maclure. Dr. Fennell esneers that no negotiations be 
“entered into, and this was seconded by Dr. Campbell. a show 
of hands Dr. Sharrard’s proposal was carried by 26 votes to 1. 

Dr. Fraser drew attention to the ineffectiveness of the B.M.A. 
public relations and wanted some resolution submitted on this 
subject. After discussion, in which Drs. Wray, Hadley, Sharrard, 
‘Maiden, O’Brien, and A. H. Briggs took part, no resolution was put 


forward. 
SUNDERLAND DIVISION 

The third meeting in the scientific programme was held at the 
‘Royal ~~ Sunderland on Jan. 31. A clinical demonstration 
was given by Dr. G. S. Robinson and Mr. W. Grant Waugh, and 
an address was given by Prof. A. A. Moncrieff on “ Diseases of 
the Newborn.” 

Prof. Moncrieff stated that more children died at birth than were 
lost through accidents on the road under the age of 12 years. He 
-described the treatment of those conditions which must be recog- 
nized and dealt with if the birth rate was to be maintained and 
preventable deaths avoided. He also indicated the need for an 
-extension. of antenatal care. 








POSTGRADUATE NEWS 


[wo weeks’ general refresher courses for general practitioners 
will be held at Southend General Hospital beginning on March 3, 
and at Addenbrooke’s Hospital, Cambridge, fram March 17. The 
tee for the full course is £7 17s. 6d., but one week of either course 
may be at at a fee of £4 4s. Schemes of financial assistance 
ire available under which the fee and travelling and subsistence 
allowances will be repaid, subject to certain conditions. to (a) demobi- 
lized general practitioners within one year of release from H.M. 
Forces; (6) doctors ged in practice under the National Health 
‘insurance Acts. Applications for. schedules, places in the course, 
and particulars of the financial assistance available should be 
made to the Dean of Postgraduate Medical Studies, Trinity Hall, 
‘Cambridge, and not to the hospital 





DIARY OF: SOCIETIES AND LECTURES 


RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn 
.C.—Mon., and Tues, 3.45 p.m. Prof. W. R. Spurreil: 
Physiology of the Alimenta ract; 5 p.m., Dr. J. Whillis: 
Mouth and Pharynx. Wed., 3.45 p.m., Dr. E. L. Pa 
The Internal Structure of the Brain Stem; 5 p.m., Prof. W 
Spurrell: The Physiology of the Alimentary Tract. Thurs., 
Fri., 3.45 p.m., Prof. J. Z Young: Nerve Injury and 
Regeneration; 5 p.m., Dr. A. H. T. Robb-Smith: The Path 
of the Reticular Tissue. 
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Royat SOcIETY OF MEDICINE 


Section of Pathology.—Tues., 8 p.m., Laboratory Meeting at the 
Hale Clinical Laboratory, London Hospital, Ey Demonstrations. 

General Meeting of Fellows.—Tues., 5.30 p.m. Ballot for election 
to the Fellowship. 


Section of Comparative Medicine——Wed., 5 p.m. Papers 


Prof. R. A. Willis: Teratomas and Mixed Tumours in Animals a ; 


their Bearings on Human _ Pathology. Mr. E. Cotchin: 
Glandular Tumours of the Dog. Mrs. M. Mandeville and Prof, A 
Haddow: Melanoma Occurring in the Viviparous Fish Heterandrig 
formosa and associated with Sex Reversal. 


Section of Dermatology. Thurs., 5 p.m. (Cases at 4 p.m.) 
Section of Obstetrics and Gynaecology.—Fri., 8 p.m. Clinico- 


Pathological Meeting devoted to specimens and cases submitted by 
junior members of the section. 


Section of Radiology.—Fri., 8 p.m. Discussion: Carcinoma o} 
the thyroid. Openers: Mr. J. M. Graham, Dr. R. McWhirter. 


Cuapwick Trust.—At 26, Portland Place, W., Tues., 2.30 p.m 
Prof. S. P. Bedson, F.R.S.: Laboratory Investigations in the 
Diagnosis of Virus Infections of Man. . 


Mepicat Society or Lonpvon, 11, Chandos Street, W.—Mon., 9 p.m 
Lettsomian Lecture (I), by Prof. Ernest Finch: Cancer from the 
Earliest to Modern Times. 


Royat Institute OF PusLic HEALTH AND HyGIene, 26 Portland 
Place, W.—Wed., 3.30 p.m. Prof. C. H. Stuart-Harris: The Study 
of Epidemic Influenza (Illustrated). 


Royat Society oF TROr:caAL MEDICINE AND HyGiFeNne.—At 26, Port- 
land Place, W., Thurs., 8 p.m. Second Royal Society of Tropical 
Medicine and Hygiene dwick Lecture by Gen. L: M. J 
Van Hoof, M D. (late Médecin en Chef, Congo Belge): Trypano- 
somiasis in the Belgian Congo. 

SocteTy OF Mepicat OrFicers oF HeattH.—At B.M.A. House. 
Tavistock Square, W.C., Thurs., 5.30 p.m. Dr. Percy Stocks: 
Morbidity Statistics. Followed by Mr. Touis Moss. Fri.. 
5.30 p.m., at B.M.A. House, meeting of Navy, Army, and Air 
Force Hygiene Officers’ Group. Presidential address by Brig 
G. S. Parkinson, R.A.M.C. (ret.). 


West Lonpon Mepico-CuiruracicaL Society.—At South Kensington 
Hotel, 41, Queen’s Gate Terrace, S.W., Fri., 7 for 7.30 pm 
Dinner-discussion: An Introduction to Mass Psychotherapy 
Speaker, Dr. E. N. Snowden. 


WEEKLY POSTGRADUATE DIARY 


EpinsurGH PostorabuaTe Lecrures.—At Edinburgh Royal Infirm- 
ary, Thurs., 4.30 p.m. Prof. R. W. B. Ellis: Growth and Maturity 
in Relation to Age. 


Lonpon HomoeopaTHic HospitaL, Queen Square, W.C.—Honyman- 
Gillespie Lectureship on Homoeopathy, Mon., and Thurs., 4.15 
p.m. Dr. C. E. Wheeler. Fri., 2.30 p.m. Dr. A. D. C. Macgowan 


Lonpon ScHoot oF DerMaTOLocy, 5, Lisle Street, Leicester Square 
W.C.—Tues., 5 p.m. Corsi: Therapeutic Uses o' 
Thorium-X. 

St. STEPHEN’s Hospitat (L.C.C.): Rueumatic Unit, Fulham Road. 
S.W.—Wed., 4.30 p.m., Lecture-demonstration by Mr. A 
Timbrell Fisher: Orthopaedic Methods in Treatment. 








BIRTHS, MARRIAGES, AND DEATHS 


The charge jor an insertion under this head is 10s. 6d. for 18 words or les 
Extra words 3s. 6d. for each six or less. Payment should be forwarded with 
the notice, authenticated by the name and permanent address of the sender. 
and should reach the Advertisement Manager not later than first post Monday 
morning. 

BIRTHS 


Craig.—January 28, 1947, to Mollie, wife of D. H. Craig, F.R.CS.. | 
Wellington Park, Belfast—a _ son. 

HaMiLton.—On Jan. 30, 1947, at The Dower House, Monks Orchard. 
Beckenham, to Margaret, wife of Dr. J. G, Hamilton, a daughter—Nicol 
Mary. 

RocHe.—On Jan. 27, 1947, at Briarwood Nursing Home, Worcester Park, w 
Margaret (Susan) (née Tyrrell), wife of Major G. K. T. Roche, a brother 
for " 

DEATH 


AYLWarD.—On. Jan. 29, 1947, at Gypeswic, Rusthall, 
Walter Charles Aylward, M.R.C.S., L.R.C.P., aged 89. 


Tunbridge Wells. 
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